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ABSTRACT 
 
Background: Champions are widely recognized as playing a key role in the 
successful implementation of evidence-based interventions within the healthcare 
sector; however, little is known about which characteristics and skills enable 
them to play that role. Furthermore, previous studies have measured only 
individual champion’s responses to personal attributes without incorporating input 
from other observers. A mixed methods study was conducted to 1) identify, 
analyze, and group the characteristics of champions who have successfully 
promoted adoption of new initiatives within the healthcare delivery system, 2) 
understand when and how champion-like characteristics emerge during the 
implementation process, and 3) describe how these characteristics are 
developed to more quickly advance champions within the healthcare setting.  
Methods: Data were collected and analyzed from healthcare champions (n=30) 
and their colleagues (n=58) from eleven countries using a survey. Every 
champion and a subset of colleagues (n=14) also participated in in-depth 
 
 ix 
interviews. Correlation coefficients and descriptive statistics were used to explore 
the relationship between responses to survey items; Chi-squared tests and 
Kruskal-Wallis tests were used to compare the differences. Thematic content 
analysis of qualitative data explored champion-like characteristics, their 
emergence, and how their skills were developed. Once results emerged, 
characteristics of champions were categorized using the Transformational 
Leadership Theory framework.  
Results: Champions tend to inspire their clinical teams to adopt new 
interventions within healthcare using a leadership style that naturally facilitates 
trust, as well as motivation to work towards common goals. This leadership style 
is similar to what is exhibited by transformational leaders; therefore, champions 
can be identified, categorized, and developed using transformational leadership 
theory. Champion emergence within the implementation process is facilitated by 
supportive leadership and high levels of autonomy. Additionally, there was a high 
proportion of agreement between champion and colleague survey responses; 
however, champions were more likely to underrate their skills and abilities to 
instigate change. 
Conclusion: Champions exhibit the same characteristics as transformational 
leaders; therefore, transformational leadership theory — its frameworks and 
associated tools — is useful for identifying and developing champions. Future 
work should focus on how organizational leaders can facilitate the growth of 
emerging champions, as this enabling environment determines the fate of both 
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In the middle of a global pandemic, a lowly doctoral student set out to 
explore champions in healthcare. Relying solely on the immediate professional 
network of the research team, emails and texts were sent out during the first part 
of November to recruit champions to participate in this study. Subsequently, 
snowball sampling was used. Within two weeks, over 30 champions (front-line 
clinicians) had responded saying they were interested in participating in this 
study. Although they were short on time and availability, their interest in the topic 
was high. In addition to their enthusiastic interest, these individuals lived up to 
their champion-like essence. They were activators, responders, and initiators. 
They did not put off scheduling an interview or introducing me to other 
champions within their networks. They wanted to be interviewed at their first 
opportunity and they immediately sent emails out to other champions within 
hours of getting off the phone with me, inviting them to participate in this study. 
The rapid invitations from champions to other champions and their colleagues 
was incredibly impressive; but on the other hand, the rapid response rates from 
other champions and colleagues to say, “Yes, sure! I’ll participate,” was also 
notable. Given the findings of these individuals and the effect they have on 
others, it is no wonder that others immediately agreed to participate in whatever it 
was the champion asked them to do. Time and again, I would get on the phone 
with a colleague of a champion and say, “Did (champion name) tell you why I 
was conducting this study?” And the colleague would say something along the 
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lines of, “Nope! I just said yes because I like and trust (champion name) so 
much.” The fact that I was able to schedule 30 interviews with champions and 14 
interviews with colleagues within 4 weeks of opening enrollment to participants 
speaks to the magnanimity of these individuals, particularly given that many of 
them were involved in providing direct patient care to very sick COVID-19 
individuals. Not only did these champions want to participate, they also wanted to 
keep participating. They asked if there would be opportunities to see the results, 
use the results, and disseminate the findings of these results. The passion and 
enthusiasm of these individuals was palpable. Additionally, colleagues of 
champions shared private glory stories of things champions did behind the 
scenes to relieve suffering for patients and families that were outside the scope 
of this topic, such as ways in which they came alongside others to champion 
efforts related to the COVID-19 pandemic. These may be written up elsewhere, 
but it must be known that there were many interviews where tears were shed by 
both myself and the interviewee as these beautiful stories of compassion were 
shared. These champions were loved and revered by the people who worked 
with them and what is written here in black and white will never encapsulate their 
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CHAPTER ONE: INTRODUCTION 
 
1.1 Chapter Overview 
 
This chapter provides a comprehensive description of the study’s purpose 
and rationale. Beginning with the significance of this research within the field of 
public health, it demonstrates the gaps within the current implementation science 
literature and the relevance of these findings to inform implementation science 
and practice within healthcare. The chapter concludes with the research purpose, 
questions, and study aims. 
1.2 Rationale and Public Health Significance 
 
There is a concerted effort among policymakers and practitioners alike to 
improve quality in healthcare, and evidence of the positive impact of these efforts 
on patient outcomes is substantial1. However, uptake of evidence-based, quality 
improvement initiatives within healthcare are inconsistent, unreliable, and slow2. 
Consequently, broad scale-up of these initiatives is meager; patients continue to 
receive substandard care and suffer negative health outcomes3. 
Healthcare champions — defined as individuals who are committed to 
supporting and marketing an innovation at each stage of development and  
implementation4 — are cited extensively in the literature as a key factor for 
successful implementation and sustainment of quality improvement initiatives 
within the healthcare sector4–19. However, a clear understanding of the role of 
champions is empirically underdeveloped in the implementation science and 





A systematic review conducted by Miech et al., on the champion construct 
revealed a dearth of evidence in 1) identifying healthcare champions, 2) 
differentiating among champion types, and 3) understanding when and how 
champions emerge across the implementation spectrum5. For example, little is 
known about exactly which characteristics and skills, developed in an individual 
prior to their success in taking an intervention to scale, enabled them to play a 
key role in successful adoption of an intervention. Furthermore, previous studies 
have only measured individual champions’ responses to personal attributes 
without having them corroborated by others. This lack of corroboration introduces 
bias due to the social desirability of being labeled a “champion” and makes 
results of these studies questionable6. 
Among the qualities used in the literature to describe champions, it is also 
unclear which characteristics are the most relevant in driving adoption of 
interventions among the colleagues of champions. Indeed, personal 
characteristics are the traits that predispose individuals to champion-like 
behaviors, but it is important to recognize that champions’ influence over others, 
or the way they make others feel, is also a critical precursor to wide-spread 
adoption6,7.   
Understanding champions’ unique attributes, their distinctive types, and 
the various phases of their emergence will contribute to the field of 
implementation science and delivery by 1) identifying which champion-like 





interventions, 2) strengthening the precision of the champion construct and 
aiding in the development of a common nomenclature, and 3) providing insight 
into how healthcare organizations can directly foster and/or enhance champion 
development to more quickly and broadly facilitate uptake of evidence-based 
interventions. A deeper understanding of these critical factors would improve the 
ability to grow, develop, and replicate the specific ways by which champions 
positively influence the implementation process in various contexts. 
1.3 Research Purpose, Questions, and Study Aims 
 
The purpose of this study is to identify, analyze, and group the 
characteristics of champions who have promoted adoption of new initiatives 
within a healthcare delivery system successfully (independent of the specific 
context of the innovation). This study aims to understand when and how 
champion-like characteristics emerge during the implementation process and 
how these characteristics are promoted to efficiently and effectively develop 
champions within the healthcare setting. Additionally, this study aims to make 
recommendations for public health organizations to foster the development of 
healthcare champions to promote adoption of evidence-based interventions. 
The research questions used to support these objectives are: 1) What 
characteristics are most commonly used to describe champions, and how can 
these characteristics be categorized into distinct types? 2) How and when do 
these characteristics (identified in the first question) manifest during the 





developed, supported, and/or enhanced?  
 Using a mixed-methods, cross-sectional triangulation design with 
convergence, this study explored champions’ unique attributes, their distinctive 
types, and the various phases of their emergence along the implementation 
spectrum in a systematic fashion. Data were collected and analyzed from 
healthcare champions (n=30) and their colleagues (n=58) from eleven countries 
using a survey. Every champion and a subset of colleagues (n=14) also 
participated in in-depth interviews. Correlation coefficients and descriptive 
statistics were used to explore the relationship between responses to survey 
items; Chi-squared tests and Kruskal-Wallis tests were used to compare the 
differences. Thematic content analysis of qualitative data explored champion-like 
characteristics, their emergence, and how their skills were developed. Once 
results emerged, characteristics of champions were categorized using the 
Transformational Leadership Theory framework. Further details regarding the 





CHAPTER TWO: BACKGROUND 
 
2.1 Chapter Overview 
 
This chapter provides a comprehensive review of the literature regarding 
healthcare champions. The chapter starts with how healthcare champions are 
defined and described in the literature. Subsequently, this chapter discusses how 
the champion construct is best described with a framework instead of a theory, 
provides a review of frameworks which explicitly identify the champion role, and 
explains how the champion influences implementation outcomes. In the following 
section, champion types are discussed as they relate to role and function within 
the healthcare setting. This chapter concludes with key gaps in previous studies 
and outlines how this study was designed to help address them. 
2.2 Champion Characteristics 
 
An integrated review of the literature found that champions are typically 
defined as a role related to implementation of an intervention filled by people who 
1) are internal to the organization; 2) have an intrinsic interest and commitment to 
implementing a change; 3) work tirelessly to drive the implementation forward, 
even if their efforts receive no formal recognition or compensation; 4) are 
enthusiastic, dynamic, energetic, personable, and persistent; and 5) have 
strength of conviction5. 
Few empirical studies have been conducted to understand the 
characteristics of champions that make them effective at driving change within 





study conducted among champions in the technology industry, when compared 
to non-champions, champions demonstrated specific behaviors to a significantly 
greater extent such as: expressing a compelling vision of the innovation's 
potential for the organization, communicating high expectations and expressing 
confidence in others to participate effectively in the initiative, and encouraging 
others to engage in innovative actions to achieve goals6. Further descriptions of 
champion characteristics from the peer-reviewed literature are listed in Table 1. 
Table 1: Descriptions of Champions in Peer-Reviewed Literature 
 
Champion Descriptions 
Able to build support by expressing a compelling vision4 
Able to facilitate reflection among peers5 
Able to make connections between people8 
Able to navigate the socio-political environment within an organization9,10 
Able to show extraordinary confidence in themselves and their mission6 
Being well-respected by peers5 
Ensuring that implementation occurs even in the face of organizational resistance9,11 
Enthusiastic about a new innovation12 
Intrinsically motivated and committed to implementing the change5 
Maintaining a positive focus5 
Possessing a certain strength of conviction5 
Strong communication and presentation skills5 
Tenaciously advocating for an initiative within the work environment5 
 
 
2.3 Implementation Science Theories and Frameworks 
 
The champion construct is often cited within implementation science 
theories and frameworks13–17. It is useful to delineate exactly how and where they 
are positioned within these theoretical models in order to explore them more 
effectively. A review of the implementation science literature revealed three main 





guide the process of translating research into practice, 2) to understand and/or 
explain what influences implementation outcomes, and 3) to evaluate 
implementation18. The champion construct can be found in the second objective 
since it is cited as a critical factor for influencing implementation outcomes, namely 
adoption of an intervention. 
Understanding what influences implementation is best evaluated by use of 
a determinant framework rather than a theory or a model. Where theories and 
models propose testable relationships, frameworks, on the other hand, provide a 
practical lens by which to assess and describe influences on individual and 
environmental changes without attempting to provide explanations for them19.  
The goal of determinant frameworks is to understand and/or explain influences 
on implementation outcomes. Determinant frameworks do this by specifying 
types of external or barriers that influence implementation outcomes. Some of 
these frameworks even describe specific relationships between types of 
determinants18.  
Determinant frameworks underscore the notion that the champion 
construct is one distinct ingredient in a much larger recipe for successful 
adoption, implementation, and sustained use of an intervention. For example, a 
champion in one organization who successfully takes an intervention to scale 
determinants and individual determinants that act as facilitators could be placed 
in another organization and fail with the same qualities and the same 






The content of most determinant frameworks has been developed through 
meta-analyses or systematic reviews of the implementation literature. While there 
are several determinant frameworks evaluating factors that influence 
implementation, relatively few contain a champion-like construct. A list of these 


















Evidence-based set of frameworks developed from the 
implementation evaluation literature describing a “formula for 
success,” which states that desired health outcomes result 
from multiplying an effective innovation, effective 
implementation, and enabling contexts26. The main 
components include: a usable innovation, implementation 
drivers, implementation stages, improvement cycles, and 
implementation teams26. 
Teams Champions are described as a 
key component of 
implementation teams for 
moving innovations through 





Framework guides systematic assessment of multilevel 




Those who devote themselves 
to supporting and marketing an 
innovation while overcoming 
resistance that the change 





Framework states that implementation is influenced by 
variables in five categories: innovations, providers, 
communities, the prevention delivery system, and the 
prevention support system. 
Organizational 
capacity 
Respected individuals who 
facilitate uptake of the 
innovation through the entire 
diffusion process from 
adoption to sustainability. 
i-PARIHS20 Framework states that successful implementation (SI) is a 
function of the innovation (I), recipients (R), and context (C), 
all of which are aligned and integrated through active 




“Facilitator” is used instead of 
“champion,” and defined as the 
person who navigates 
individuals and teams through 
complex change processes 




Framework assesses cognitive, affective, social and 
environmental influences on behavior. 
Social influence Individuals that cause others to 
change their thoughts, 






2.4 Champions as a Factor for Influencing Implementation Outcomes 
 
Implementation outcomes are distinct from outcomes related to service 
and clinical treatment29–31, and are defined as “the effects of deliberate and 
purposive actions to implement new treatments, practices, and services32.” 
Implementation outcomes serve as indicators of implementation success, are 
proximal indicators of implementation processes, and serve as key intermediate 
outcomes32. Interventions must be implemented effectively in order to obtain any 
type of clinical and/or service improvement. The conceptual framework for 
implementation outcomes designed by Proctor et al., a well-established 
implementation framework gaining popularity in public health, describes eight 
implementation outcomes within implementation research: acceptability, 
adoption, appropriateness, costs, feasibility, fidelity, penetration, and 
sustainability (see Figure 1)32. Within these implementation outcomes, 
champions primarily influence adoption, but can also influence fidelity by 





Figure 1: Types of Outcomes in Implementation Research 
 
 
2.5 Champion Emergence During Implementation 
 
A review of the current literature surrounding the champion construct 
revealed a paucity of studies which examined classifications of types of 
champions in the healthcare industry, as well as how champions emerge during 
implementation. Often in studies, the presence of a champion is described as 
one of many other facilitators of practice change and is only discussed broadly; 
typically, little is known about the context that facilitated the champion’s 
emergence. One study examined types of champions and described a distinction 
between project champions and organizational champions33, and another 
described types of champions based on their role within the health system10 (see 
Table 3 for a complete list of champion types and definitions). The variations in 
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the health system to make autonomous decisions regarding things like resources 
and implementation activities; however, all of them were involved in facilitating 
adoption of the intervention among their peers.  
 




Champions who worked on the front-line providing clinical 
care while implementing a change10 
Executive Champion 
Champions who were in a formal leadership position while 
implementing a change10 
Managerial Champion 
Champions who were responsible for managing clinical 
departments, wards or units while implementing a change10 
Organizational Champion 
Champions who have authority to cultivate an environment for 
ongoing practice improvement across an entire organization33 
Project Champion 
Champions who drive forward a project-based innovation, 
generally in a time-bound role for the course of the project 
implementation33 
 
A few studies have described champions as emerging informally or 
emerging by formal appointment10,34,35. This description provides insights into 
understanding how champions emerge, as only knowing the types of champions 
does little to explain the contextual environment that supports their emergence. 
Informal champions generally learn about the intervention either from an 
external/internal source or event, and decide to promote adoption of it among 
their peers. Formal champions are usually given a formal role in leading a new 
intervention. In these studies, those who were formally appointed to oversee an 
intervention as the champion were typically not appointed without first 
demonstrating champion-like qualities10,34,35. Among studies on formal and 





the spread of the intervention and found no difference between the two36. 
2.5 Addressing Current Gaps in the Literature  
 
Gaps within the previous research on champions are evident in the 
literature. First, a reliable and validated instrument to identify champions does not 
exist; therefore, most of what is reported about champion characteristics is based 
on the researchers’ assumptions and/or impressions during champion data 
collection and analysis. Moreover, as demonstrated in Table 2 above, a 
significant challenge in understanding the role of champions in healthcare is the 
inconsistency of terms used to describe the champion construct in publications 
over the past 35 years5. The instability of a common taxonomy and nomenclature 
challenge the collection, translation, and dissemination of knowledge while 
limiting replication in both research and practice37. To address this challenge, a 
group of experts in implementation science and clinical practice engaged in a 
Delphi process to generate consensus on implementation terms and strategies 
called the Expert Recommendations for Implementing Change (ERIC) study. The 
ERIC study built upon a compilation of 68 discrete (as opposed to multifaceted) 
implementation strategies and definitions from the health and mental health 
literature by generating expert consensus “on a common nomenclature for 





guide implementation research and practice in mental health service 
settings”37,38.  
To address these identified gaps, terminology from ERIC, as it relates to 
champions, was utilized consistently throughout this dissertation when defining 
the term “champion.” The ERIC implementation strategy regarding champions is 
“to identify and prepare champions37.” This activity is described as follows: 
“Identify and prepare individuals who dedicate themselves to supporting, 
marketing, and driving through an implementation while overcoming indifference 
or resistance that the intervention may provoke in an organization37.” 
Many of the implementation science experts who compiled the terms and 
definitions for the ERIC study were responsible for creating the Consolidated 
Framework for Implementation Research (CFIR), a determinant framework 
outlined in Table 227,37. To maintain consistency when discussing factors that 
influence implementation, the language and terms used in the CFIR determinant 
framework were utilized when creating the data collection instruments, as well as 
reporting the findings.  
A second gap that has been identified in the literature is that, because 
champions are more associated with factors that either promote or inhibit 
implementation, most of our understanding of them is grounded in 
implementation frameworks. While frameworks are helpful when describing 
relationships between various factors and processes, they do not provide a 





broadly in order to encourage and facilitate their champion-like abilities. To 
address this gap, this study attempted to not only identify and explore the 
individual characteristics of champions, but also to understand more 
comprehensively how and why champions are able to effect change within their 
unique settings. 
This segues into another identified gap: previous research studies have 
used inconsistent methods to identify champions5, many of which have been 
based on individual champion responses and have not been corroborated by 
others4. To address this gap, this study not only explored champions, but also 
explored the views of colleagues of champions to 1) contribute to knowledge on 
how colleagues view the champions’ characteristics, and 2) how and why they 
are motivated by the champion to adopt the new intervention. 
The last and final gap identified in the literature is that little is known about 
how and why champions emerge to promote adoption of an intervention. As 
described above, some types of champions have been identified in the literature; 
however, the definitions of these types of champions only explain a role or 
function of the champion and do little to explain how they moved into that role in 
the first place. A few studies have explained informal versus formal champions, 
which is a little more descriptive, but this topic remains underrepresented in the 
literature and warrants further investigation. Furthermore, most studies have only 
described champions’ roles, characteristics, and behaviors retrospectively 





Without this knowledge, organizational leaders are limited in their ability to 
facilitate the emergence, growth, and development of champions within 
organizations. This study explored this emergence by asking specific questions 
to the champions — whether appointed formally or informally — about how and 
why they felt empowered to start the various initiatives within their respective 
settings and, subsequently, how their skills and abilities were honed and 






CHAPTER 3: STUDY DESIGN AND METHODS 
 
3.1 Chapter Overview 
 
This chapter provides a brief description of the study aims, followed by a 
detailed description of data sources and analytic methods used for each aim. 
Next, study limitations and the considerations for protecting human subjects are 
discussed. This chapter concludes with a discussion of how the findings will be 
disseminated.  
3.2 Study Aims and Design 
 
The aims of this study are to 1) identify, analyze, and group the 
characteristics of champions who have successfully promoted adoption of new 
initiatives within the healthcare delivery system (independent of the context of the 
innovation); 2) understand when and how champion-like characteristics emerge 
during the implementation process; and 3) explore how these characteristics are 
encouraged to more efficiently and effectively develop champions within the 
healthcare setting.   
Using a mixed-methods, cross-sectional triangulation design with a 
convergence model, this study systematically explored champions’ unique 
attributes, their distinctive types, and the various phases of their emergence 
along the implementation spectrum. Primary data were collected and analyzed 
from healthcare champions and their colleagues identified in eleven different 
countries using a closed-ended survey and an in-depth interview. Table 4 





data source and analytic method is described in detail below, beginning with a 
description of a comprehensive literature review and how the findings informed 
the creation of the data collection tools. 
Table 4: Study Aims, Data Sources and Analytic Methods 
 
Aim Data Sources Analytic Methods 
To identify, analyze, and 
group the characteristics of 
champions who have 
successfully promoted 
adoption of new initiatives 
within the healthcare delivery 
system 
Closed-ended surveys 
with champions and 
colleagues 
 






Thematic content analysis 
 
Mixed methods findings 




To understand when and how 
champion-like characteristics 
emerge during the 
implementation process 
In-depth interviews with 
champions 
Thematic content analysis 
To explore how these 
characteristics are developed 
to more quickly develop 
champions within the 
healthcare setting 
In-depth interviews with 
champions 
Thematic content analysis 
 
3.3 Data Sources and Analytic Methods  
 
To lay the foundation for accomplishing Aim 1, the literature review 
presented in Chapter 2 explored the definitions, characteristics, and 
effectiveness of champions within the healthcare industry. Additionally, it 
explored organizational theory and characteristics used to describe change 
agents, which overlapped with those used to describe champions within the 
implementation science literature. This information was used to create the survey 





Data sources. The literature review focused on peer-reviewed 
publications. Publications were identified through PubMed, Google Scholar, and 
reference lists of included literature. Search terms included “champions” and 
“change agents” added to “healthcare”, “implementation”, “theory”, 
“organizational theory”, “change”, “adoption”, “innovation,” “dissemination”, and 
“frameworks”.  
Analytic methods. To identify how and where the champion construct was 
positioned in implementation theories or frameworks, a thorough review was 
conducted of publications that involved implementation science meta-analyses 
and systematic reviews of theories and frameworks most commonly used when 
assessing and describing the implementation process. Frameworks which 
explicitly named the champion construct were explored to understand the specific 
definition and activities associated with this role, and one definition with 
associated activities was selected to ensure a common nomenclature throughout 
the dissertation process.  
3.3.1 Closed-Ended Survey 
 
Quantitative data sources. To understand quantitatively which 
characteristics were most commonly used to describe champions and which 
characteristics contributed to their successful implementation, an online survey 
using SurveyMonkey was administered between November 1, 2020 and 
December 31, 2020 to champions and colleagues who worked alongside 





discovered during the literature review, as well as other experts within the fields 
of healthcare and/or implementation science. Question types included 
dichotomous, categorical, and Likert-scale responses. The final survey for 
champions contained 55 questions and the average completion time was 
approximately ten minutes. The final survey for colleagues of champions 
contained 50 questions, and the average completion time was also 
approximately ten minutes. Both surveys were accompanied by a consent 
information sheet that described the purpose of the research, the information to 
be collected, risks to participants, and contact information for the study leaders 
and ethics board. Each survey respondent was given a unique identification 
number. These numbers were linked to responses from the in-depth interviews 
described below in order to triangulate quantitative and qualitative data.  
Sampling strategy and recruitment: Thirty champions participated in the 
survey. Study inclusion and exclusion criteria can be found in Table 5. 
Champions were asked to identify at least two colleagues who had witnessed 
and/or been involved with the implementation of the intervention in their 
healthcare setting to participate in a survey to understand more about the 
champions’ characteristics and methods for facilitating adoption of the 
intervention. Out of these 30 champions, 29 referred at least two colleagues (and 
sometimes more) to participate in the survey. One champion who participated in 
the study and interview failed to provide contact information of colleagues; when 





surge within their intensive care unit where his colleagues worked. Furthermore, 
one champion identified two colleagues, but stated that both had just 
experienced deaths in their family due to COVID-19, so contact was not initiated. 
A total of 58 colleagues of champions participated in the survey. Inclusion and 
exclusion criteria for colleagues can be found in Table 6. 
 
Table 5: Champion Inclusion/Exclusion Criteria 
Inclusion Criteria 
• Participant must be 18+ and a current or former health administrator or clinician 
who consents to participate in the survey and interview. 
• Administrator or clinician must have dedicated themselves within the past 5 years 
to supporting, marketing, and driving the implementation of a multi-disciplinaryi, 
evidence-based interventionii within their respective hospital or health clinic as 
identified by at least two other individuals who were involved in and/or witnessed 
the implementation. 
Exclusion Criteria 
• Does not speak English 
 
Table 6: Colleagues of Champions Inclusion/Exclusion Criteria 
 
Inclusion Criteria 
• Participant must be 18+ and a clinician or medical assistant who consents to 
participate in the survey and interview. 
• Clinician or medical assistant must have been involved in or witnessed the 
implementation of a multi-disciplinary, evidence-based intervention within their 
respective hospital or health clinic with the identified champion in the past 5 years. 
Exclusion Criteria 
• Does not speak English 
 
 
i Multi-disciplinary is defined as “combining or involving several academic disciplines or 
professional specializations in an approach to a topic or problem.” Source: Oxford Dictionary, 
2020. 
ii Evidence-based intervention is defined as “the integration of best research evidence (through 






Champion participants were recruited purposefully via personal email. 
(See Figure 2 for a flowchart describing champion recruitment.) These 
champions were identified by the research team’s personal and professional 
networks from past experiences implementing diverse interventions within 
healthcare organizations. These networks included approximately 40 champions 
based locally and globally. Subsequently, 20 more champions were identified via 
snowball sampling. Approximately 50 individuals were screened, and of these, 38 
indicated they would be interested and eligible to participate in the study. Of 
these 38, outreach attempts were made to schedule enrollment and the first 30 
champions available were enrolled. Once the sample size was reached, outreach 







Figure 2: Champion Recruitment Flowchart 
 
Recruitment of champion colleagues took place by champion referral. 
Each participating champion was asked to identify two to three people who had 
been involved in and/or witness the implementation of the intervention to 
participate in a survey. The colleagues’ contact information was shared via email; 
these individuals were subsequently contacted via email and asked to 





an email was sent to the champion asking them to identify another colleague. 
This method was used until at least two colleagues for each champion agreed to 
participate in the survey.   
Champions and their colleagues were recruited purposively to reflect 
regional and demographic diversity; that is, champions were identified from at 
least three different global regions, including men and women (self-identified 
gender), and with at least a 20-year age span. To achieve this purposive sample, 
a spreadsheet was made during the recruitment phase which included the region 
where the champion was working (or had worked at the time of implementation). 
An estimate of the participant’s age and gender was assessed based on 
available public data sources. Due to snowball sampling, several champions 
were identified from similar regions, but only one or two were selected from those 
regions. For example, many champions were identified in South Carolina and 
Kenya, but only two were enrolled from each location to ensure that other global 
regions were represented in the sample. Once initial outreach was made and 
individuals expressed interest in the study, participants representing a diverse 
sample were selected to participate. Characteristics of champions and their 
colleagues can be found in Table 7 in Chapter 4. It is important to note that the 
interventions that champions had implemented successfully were heterogenous, 






Analytic methods. Cronbach’s alpha was calculated to estimate the 
reliability of the surveys administered to champions and colleagues. The 
champion survey instrument exhibited acceptable reliability at 0.82; however, the 
instrument administered to colleagues did not exhibit acceptable reliability, with 
an alpha of 0.51. A correlation matrix was used to visualize the correlation 
coefficients between the 38 survey items. Descriptive statistics were calculated 
for champions’ characteristics and for responses on each of the survey items. 
Chi-squared tests and Kruskal-Wallis tests (as applicable) were used to compare 
differences between champion and colleague responses for survey items that 
were common between the two groups (N= 33). Quantitative data were analyzed 
using SAS 9.4 with the support of a biostatistician who recently graduated from 
Boston University with a master’s degree in Public Health. 
3.3.2 Interviews 
 
Data sources. In-depth, semi-structured interviews were conducted to 
explore the following questions: 1) What champion-like characteristics manifest 
during the implementation process? 2) How and when do these champion-like 
characteristics manifest during the implementation process? and 3) How and 
when are these characteristics developed, supported and/or enhanced, and by 
whom? Interview guides for both champions and colleagues of champions were 
similar, with altered language to obtain colleagues’ perspectives of the champion 
during the intervention (See Appendix 1: Champion Semi-Structured Interview 





The interview guide was developed in collaboration with the dissertation 
committee research team and informed by the previously published literature. 
The guide was iteratively reviewed and refined to enhance clarity and to reduce 
redundancy of questions. The guide was pilot tested with three people — a 
physician in Nigeria, a physician in Mexico, and a physician in California — to 
ensure that questions were easily understood, could elicit the intended 
information, and could be completed within 60 minutes. All interviews were 
conducted via Zoom, audio-recorded and transcribed.  
Sampling strategy and recruitment. In-depth interviews were conducted 
with the same 30 healthcare champions who completed the survey. Additionally, 
a sub-selection of champions who completed the survey were asked to 
participate in an in-depth interview. Of the 58 colleagues identified by champions, 
53 were eligible and gave permission to be contacted (2 were excluded because 
they did not speak English). Of those who gave permission and responded to an 
email attempt to schedule an interview, colleague participants were purposely 
selected to represent a sample of colleagues who came from various positions 
within the champions’ hospital structure (i.e., higher, lower, or lateral positions). 
Thematic saturation occurred after 14 interviews.  
Analytic method. All transcripts were uploaded for coding and analysis to 
NVIVO 12. Prior to coding, all transcripts were deidentified and transformed from 
Microsoft Word documents to PDFs to ensure that no changes to the text were 





and a Research Assistant who recently graduated from Boston University with a 
master’s degree in Health Services Research. For the first phase of coding, all 
transcripts were coded using structural coding, by which data were categorized 
according to the research questions presenting in the interview guide.  
Guided by the key areas of interest, three main areas were explored: 
Champion Characteristics, Champion Emergence, and Sources of Champion 
Support/Skills Building. These main areas emerged as parent codes and the 
second phase of coding involved developing child codes for each structure using 
inductive and descriptive coding. An initial codebook was developed (see 
Appendix 3: Qualitative Codebook) and five interviews were coded and 
compared among the coders to ensure inter-coder reliability. Regular meetings 
were held to discuss questions or disagreements in coding and the codebook 
was revised accordingly. A final codebook was developed and applied to all 
remaining interviews. Using thematic content analysis, three key themes were 
explored: a) champion-like characteristics, b) champion emergence, and c) the 
process of skill-building. Sub-themes were identified, and outliers were explored.  
During the analysis phase, as characteristics of champions emerged from 
both interviews and survey data, they were organized using the Transformational 
Leadership Theory framework described in Figure 3. It is important to note that 
this framework was not selected and tested a priori. The Transformational 
Leadership Theory framework was applied during the analysis phase once 





rationale for not selecting this framework a priori was due to the limited 
justification from the literature review; specifically, only one study noted 
champions within the technology industry exhibited transformational leadership 
behaviors more frequently than non-champions6. Given the paucity of previous 
research and the fact that the aforementioned study was not conducted among 
healthcare champions, it seemed critical to explore first how the characteristics of 
healthcare champions emerged before determining how to categorize them.  
Transformational leaders are those who stimulate and inspire followers to 
both achieve extraordinary outcomes and, in the process, develop their own 
leadership capacity39. Additionally, transformational leaders create environments 
around them that promote learning, innovation, and positive service outcomes40. 
The theory of transformational leadership consists of four domains: inspirational 
motivation, individual consideration, idealized influence, and intellectual 
stimulation. These themes are described below. The framework’s language has 
been adapted slightly in this study, using the word “champion” instead of “leader.” 
Associated champion-like characteristics were drawn from the qualitative 
interviews and quantitative survey data collected from colleagues and 
champions; they also reflect previous data associated with characteristics of 









For the purposes of understanding champion emergence described in Aim 
2, it is important to note the inclusion criteria for champions involved in this study: 
Champions must have dedicated themselves within the past 5 years to 
supporting, marketing, and driving the implementation of a multi-disciplinary, 
evidence-based intervention within their respective hospital or health clinic. 
Therefore, some champions had overseen many initiatives, while others had only 
overseen one. Consequently, a deep analysis into the nuances of the 
characteristics and enabling environment that facilitated emergence was 
warranted. Established champions were defined as those who were in a formal 
•Champion articulated an appealing vision that inspired and motivated others to 
perform beyond expectations and reject the status quo
•Associated characteristics: Intrinsic motivation, persistence/resilience, effective 
communication, optimism
Inspirational motivation
•Champion attended to each person's needs throughout implementation, serving 
as a mentor, coach, or guide
•Associated characteristics: Compassion/empathy, physically present, team-
centered
Indvidualized consideration
•Champion modeled high standards of character, competence, and ethical 
behavior for others
•Associated characteristics: Credibility, self-awareness, situational awareness
Idealized influence
•Champion stimulated others to challenge assumptions, take risks, give and 






senior leadership role within their health setting, had prior experience initiating 
and advancing multi-disciplinary quality improvement initiatives, and were in a 
position to initiate change with little-to-no approval from anyone else within the 
hospital, due to their seniority. Emerging champions were defined as those who 
were not in a senior leadership role within their hospital, had limited experience 
initiating and advancing a multi-disciplinary quality improvement initiative, and 
had to seek approval from senior hospital administration prior to launching their 
change initiative. Findings pertaining to established and emerging champions 
were analyzed using thematic content analysis.  
To address Aim 3, champions were asked to describe how they developed 
the skills and strategies identified in the previous interview questions and where 
they found their greatest sources of support as they honed these skills and 
characteristics. Findings pertaining to how champions were developed and 
supported were analyzed using thematic content analysis. 
Ensuring analytic rigor. Several strategies were used to ensure analytic 
rigor. Early in the coding and analysis, peer debriefing meetings occurred 
between members of the research team and external readers to promote 
reflexivity and to guard against bias41. There were seven peer debriefing 
meetings (October 2020 to March 2021) that included qualitative data experts 
and the lead investigator, all of whom had experience in qualitative methods and 
implementation of evidence-based interventions.  





results and main conclusions, as well as mitigate researcher bias. Three 
member-checking meetings were held via video conference in March 2021 with 
two members of the research team and a total of 21 champions who participated 
in the study. Study discussion, conclusions, and recommendations were revised 
after each meeting. 
A robust audit trail was created that included detailed memos for each 
transcript, iterative designs of a codebook, and comprehensive notes from every 
peer debriefing and member checking meeting.  
3.4 Ethical Approval 
 
Ethical approval was obtained from the Boston University Institutional 
Review Board on October 31, 2020 (IRB Number: H-40802). Documentation of 






CHAPTER FOUR: IDENTIFYING AND GROUPING CHAMPIONS 
 
4.1 Chapter Overview 
 
This chapter begins with a description of the demographic characteristics 
of study participants and is followed by a description of the location and setting of 
the implemented interventions. Next, survey correlations and interview findings 
are presented for identifying, analyzing, and grouping champions.  
4.2 Study Participants 
 
A total of 30 champions participated in the survey and the in-depth 
interview. A total of 58 colleagues participated in the survey. The majority of 
champions and their colleagues were female (champions 66.6%; colleagues 
72.4%), over the age of 40, had a least a bachelor’s degree (or equivalent), and 
had been in healthcare for over 10 years. Participants represented diverse 
healthcare settings and clinical disciplines. See Table 7 for complete 
demographic information of participants and Table 8 for intervention-specific 






Table 7: Demographic Characteristics of Champions and Colleagues 
 




Gender (Female) 20 (66.6) 42 (72.4) 
Prefer not to say 0 (0.0) 1 (1.7) 
Age     
21-29 2 (6.6) 3 (5.1) 
30-39 7 (23) 22 (37.9) 
40-49 15 (50) 17 (29.3) 
50-59 5 (16.6) 12 (20.6) 
60 or older 1 (3.3) 4 (6.8) 
Region of birth     
Africa 8 (26.6) 14 (24.1) 
North America/Central America 15 (50) 31 (53.4) 
South America 1 (3.3) 2 (3.4) 
New Zealand 2 (3.3) 1 (1.7) 
Asia 5 (16.6) 7 (12.0) 
Europe 0 (0.0) 2 (3.4) 
Missing Data 0 (0.0) 1 (1.7) 
Education (highest achieved)     
Trade School 0 (0.0) 1 (1.7) 
Associate’s degree 0 (0.0) 2 (3.4) 
Bachelor’s degree 2 (66) 12 (20.6) 
Master’s degree 8 (26.6) 18 (31.0) 
Medical Degree/PhD or higher 20 (66.6) 25 (43.1) 
Length of time in healthcare 
(years) 
    
2-5 years 0 (0.0) 4 (6.8) 
6-10 years 4 (13.3) 14 (24.1) 







Table 8: Intervention-Specific Demographics 
 




Role when intervention was 
implemented* 
    
Nurse 5 (16.6) 13 (22.4) 
Doctor 12 (40.0) 17 (29.3) 
Nurse Practitioner/Physician’s Assistant 5 (16.6) 4 (6.8) 
Health Administration 5 (16.6) 20 (34.4) 
Social Worker 1 (3.3) 0 (0.0) 
Quality/Process Improvement  2 (6.6) 3 (5.1) 
Other  0 (0.0) 1 (1.7) 
Formal Leadership Role (Yes) 24 (80) 35 (60.3) 
Length of time working in specific 
healthcare setting when intervention 
was implemented (years) 
    
Less than 2 years 3 (10.0) 4 (6.8) 
2-5 years 6 (20.0) 19 (32.7) 
6-10 years 5 (16.6) 16 (27.5) 
10+ years 16 (53.3) 19 (32.7) 
*While participants may have held a dual clinical role, they self-selected their 
primary role. 
 
4.3 Intervention Setting 
 
Champions and their colleagues were working in various countries and 
health settings when implementing an evidence-based intervention. Nearly half of 
the interventions (44%) were implemented outside the United States in ten 
different countries representing South America, Sub-Saharan Africa, South and 
Southeast Asia, and New Zealand. The other half of the interventions (56%) were 
implemented in eleven states within the United States representing the western, 





interventions (83%) were implemented in a hospital setting. Table 9 contains full 
details of intervention locations and settings. Multi-disciplinary, evidence-based 
interventions included improvements in surgical safety, maternal and newborn 
safety, palliative care, and vascular safety. A full list of the healthcare domains 
where interventions were implemented can be found in Table 10. 
 
Table 9: Intervention Location and Setting 
 
State/Country where intervention was implemented n/% (n=30) 
Brazil 1 (3.3) 
Ghana 2 (3.3) 
India 3 (3.3) 
Kenya 3 (10.0) 
Mexico 1 (3.3) 
Namibia 2 (3.3) 
New Zealand 3 (3.3) 
Nigeria 2 (6.6) 
Sierra Leone 1 (3.3) 
Singapore 2 (3.3) 
USA (States represented: CA, KS, MA, MI, MO, NV, OK, OH, PA, SC, TX) 17 (56.6) 
Healthcare setting where intervention was implemented   
Primary Care Clinic 3 (10.0) 
Hospital 25 (83.3) 







Table 10: Healthcare Domain Where Intervention Was Implemented 
 
Evidence-Based Intervention Domain n/% (n=30) 
Surgical safety 3 (10.0) 
Palliative care 5 (16.0) 
Maternal and newborn safety 6 (20.0) 
Oncology 1 (3.3) 
Patient quality and safety, general 4 (13.0) 
Organizational safety, general 2 (6.0) 
Home healthcare 1 (3.0) 
Substance use 1 (3.0) 
Vascular safety 5 (16.0) 
Cardiology 1 (3.0) 
Adolescent health 1 (3.0) 
 
A subset of 14 colleagues were selected to participate in in-depth 
interviews. Sixty percent of the colleagues were female, over the age of 40, and 
had a least a bachelor’s degree. Sixty percent of participants had implemented 
the intervention within the United States, and the remaining participants 
implemented their intervention in the regions of Sub-Saharan Africa, South and 
Southeast Asia, and New Zealand. The majority were in a health administration 
or quality improvement role during the intervention implementation. While 
participants may have held a dual clinical role, they self-selected “health 
administration” or “quality improvement” as their primary role. Approximately 42% 
of interviewed colleagues identified as peers to the champion; that is, they were 
not in a formal supervisor or supervisee role in relation to the champion. Another 
42% stated they reported directly to the champion, and the remaining participants 





the subset of colleagues interviewed can be found in Table 11 and intervention-
specific demographics can be found in Table 12 . 
 
Table 11: Demographics of Colleagues Interviewed 
 
 n/% (n=14) 
Gender (Female) 9 (60.0) 
Prefer not to say 1 (6.6) 
Age   
30-39 5 (33.3) 
40-49 4 (26.6) 
50-59 4 (26.6) 
60 or older 1 (6.6) 
Region of birth   
Africa 2 (13.3) 
North America/Central America 9 (60.0) 
Asia 2 (13.3) 
Europe 1 (6.6) 
Education (highest achieved)   
Associate’s degree 1 (6.6) 
Bachelor’s degree 4 (26.6) 
Master’s degree 6 (49.0) 
Medical Degree/PhD or higher 3 (20.0) 
Length of time in healthcare (years)   
2-5 years 1 (6.6) 
6-10 years 3 (20.0) 







Table 12: Intervention-Specific Demographics of Colleagues Interviewed 
 n/% (n=14) 
State/Country where intervention was implemented   
Ghana 1 (6.6) 
India 1 (6.6) 
Kenya 1 (6.6) 
New Zealand 1 (6.6) 
Singapore 1 (6.6) 
USA (States represented: CA, KS, MA, NV, OK, PA, 
SC, TX) 
9 (60.0) 
Healthcare setting where intervention was 
implemented 
  
Primary Care Clinic 2 (13.3) 
Hospital 12 (80.0) 
Role when intervention was implemented   
Nurse 2 (13.3) 
Doctor 2 (13.3) 
Health Administration 9 (60.0) 
Quality/Process Improvement  1 (6.6) 
Relationship to Champion   
Peer 6 (42.8) 
Supervisor 2 (14.2) 
Supervisee 6 (42.8) 
Formal Leadership Role (Yes) 9 (60.0) 
Length of time working in specific healthcare 
setting when intervention was implemented (years) 
 
Less than 2 years 1 (6.6) 
2-5 years 7 (46.6) 
6-10 years 4 (26.6) 
10+ years 2 (13.3) 
 
4.4 Survey Correlations and Findings  
 
Pearson correlation coefficients among the 38 survey items for champions 
are visualized in a correlation matrix presented in Figure 4. Many correlations 












Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18 Q19 Q20 Q21 Q22 Q23 Q24 Q25 Q26 Q27 Q28 Q29 Q30 Q31 Q32 Q33 Q34 Q35 Q36 Q37 Q38
Q1 1 0.195529 -0.1358 -0.11111 -0.1358 -0.21711 -0.07359 0.374634 0.903758 -0.11496 -0.17916 -0.06667 -0.07857 -0.34427 0.069941 0.202263 -0.66186 0.08973 -0.09575 -0.10476 0.034847 0.701793 -0.15152 -0.11236 1 -0.05338 1 -0.16095 -0.22807 -0.10316 -0.11496 0.222393 0.202622 0.474555 -0.06667 1 0.459639 0.146969
Q2 0.195529 1 0.488824 0.439941 0.488824 -0.07164 0.252511 0.329634 0.301975 0.252879 0.181893 0.283518 0.051848 -0.23665 0.184619 0.082139 -0.37437 -0.30791 0.240103 0.06913 -0.023 0.444597 0.333289 0.310061 0.195529 0.281788 0.195529 -0.23174 0.069464 0.544634 0.016859 0.19568 0.296336 0.449323 0.351953 0.195529 0.310061 0.081673
Q3 -0.1358 0.488824 1 0.481481 0.193416 -0.07237 0.416982 0.062439 -0.10296 0.293787 0.372104 0.101235 0.078567 0.076503 0.163195 0.088166 -0.28365 -0.34098 0.36384 0.104757 -0.27878 0.346218 0.104377 0.255355 -0.1358 0.302464 -0.1358 -0.31702 -0.12671 0.103164 0.174569 -0.03612 -0.07484 0.006878 0.17037 -0.1358 0.160022 -0.03868
Q4 -0.11111 0.439941 0.481481 1 0.481481 -0.1861 0.485662 0.374634 0.10296 0.728082 0.454794 0.333333 0.235702 1.40E-20 -0.14987 -0.04668 -0.04052 -0.16151 0.517036 0.31427 -0.20908 0.084215 0.151515 0.153213 -0.11111 0.160128 -0.11111 -0.30727 -0.19298 0.061898 0.268241 -0.01711 0.213574 0.061898 0.066667 -0.11111 0.153213 -0.02321
Q5 -0.1358 0.488824 0.193416 0.481481 1 -0.21711 0.416982 0.499512 0.110586 0.413005 0.372104 0.239506 0.445215 0.143444 -0.11657 0.015559 -0.15759 -0.17348 0.185112 0.226973 -0.19747 0.084215 0.387205 0.350687 -0.1358 0.302464 -0.1358 -0.18046 0.037037 0.392023 0.413005 0.229996 0.078493 0.006878 0.377778 -0.1358 0.255355 -0.03868
Q6 -0.21711 -0.07164 -0.07237 -0.1861 -0.21711 1 0 -0.18301 -0.26825 -0.44927 -0.24237 -0.08685 -0.11514 0.378394 0.409995 0.31922 0.475085 0.526004 0 -0.15352 0.102138 -0.41139 0 -1.30E-20 -0.21711 0.156447 -0.21711 0.557517 0.514215 -1.31E-20 -0.14976 0.100283 -0.0642 -1.97E-20 -0.3908 -0.21711 -0.41913 0.136033
Q7 -0.07359 0.252511 0.416982 0.485662 0.416982 0 1 0.570648 0.140919 0.340066 0.41072 0.197208 0.499512 0.273594 0.138958 0.228748 -0.263 -0.02139 0.555474 0.520325 -0.12462 0.145009 0.373277 0.34499 -0.07359 0.487818 -0.07359 0.005814 -0.12781 0.024596 0.197949 0.061179 -0.1458 0.254158 -0.13245 -0.07359 0.458634 0.03381
Q8 0.374634 0.329634 0.062439 0.374634 0.499512 -0.18301 0.570648 1 0.713587 0.258408 0.185871 0.062439 0.331133 0.09673 0.11791 0.249182 -0.4782 -0.06051 0.177558 0.59604 -0.04406 0.189299 0.459778 0.413271 0.374634 0.539906 0.374634 -0.27134 -0.24647 0.069568 0.10767 0.173041 -0.04616 0.069568 0.149854 0.374634 0.654346 0.247769
Q9 0.903758 0.301975 -0.10296 0.10296 0.110586 -0.26825 0.140919 0.713587 1 0.0434 -0.03831 0.025168 0.048536 -0.22153 0.108016 0.245093 -0.67171 -0.01663 0.017745 0.177964 0.053818 0.598283 0.11544 0.091494 0.903758 0.148381 0.903758 -0.24857 -0.30165 -0.0701 -0.06707 0.19551 0.170842 0.37601 0.089232 0.903758 0.621525 0.226979
Q10 -0.11496 0.252879 0.293787 0.728082 0.413005 -0.44927 0.340066 0.258408 0.0434 1 0.508573 0.365318 0.325157 -0.23746 -0.55479 -0.27366 -0.09783 -0.24138 0.350028 0.307092 -0.22834 0.145221 0.310044 0.243065 -0.11496 0.092042 -0.11496 -0.28763 -0.36908 0.177897 0.506608 -0.08063 0.100099 -0.02135 0.222256 -0.11496 0.3417 0.008003
Q11 -0.17916 0.181893 0.372104 0.454794 0.372104 -0.24237 0.41072 0.185871 -0.03831 0.508573 1 0.526459 0.438529 -0.1708 -0.39038 -0.39947 -0.24628 -0.50084 0.235145 0.311843 -0.1945 0.177575 0.424725 0.095019 -0.17916 0.019861 -0.17916 -0.32123 -0.25025 0.038388 0.375489 0.006366 0.124302 0.038388 0.372104 -0.17916 0.30786 -0.09498
Q12 -0.06667 0.283518 0.101235 0.333333 0.239506 -0.08685 0.197208 0.062439 0.025168 0.365318 0.526459 1 0.188562 -0.2582 -0.15387 -0.33296 -0.13237 -0.44147 0.417459 0.031427 0.160297 0.241417 0.349495 0.083756 -0.06667 -0.24553 -0.06667 -0.00293 -0.14854 0.103164 0.079195 -0.04676 0.242051 0.27648 0.377778 -0.06667 0.083756 0.047958
Q13 -0.07857 0.051848 0.078567 0.235702 0.445215 -0.11514 0.499512 0.331133 0.048536 0.325157 0.438529 0.188562 1 0.015215 -0.4451 -0.26404 -0.20057 -0.07614 -0.06093 0.166667 -0.05544 0.029775 0.128565 0.065003 -0.07857 0.283069 -0.07857 -0.12415 -0.31013 0.240728 0.704506 -0.03629 -0.1394 -0.06565 0.188562 -0.07857 0.216676 0.196907
Q14 -0.34427 -0.23665 0.076503 1.40E-20 0.143444 0.378394 0.273594 0.09673 -0.22153 -0.23746 -0.1708 -0.2582 0.015215 1 0.433406 0.656817 0.366196 0.250217 0.252163 0.162288 -0.10122 -0.32616 0.015648 0.174061 -0.34427 0.227397 -0.34427 0.368344 0.258199 -0.1758 -0.09894 -0.00442 -0.19513 -0.28768 -0.13771 -0.34427 -0.15824 0.10785
Q15 0.069941 0.184619 0.163195 -0.14987 -0.11657 0.409995 0.138958 0.11791 0.108016 -0.55479 -0.39038 -0.15387 -0.4451 0.433406 1 0.675761 0.025507 0.101668 0.180809 1.07E-19 0.263221 0.053011 0.133523 0.212173 0.069941 0.100795 0.069941 0.303935 0.298168 -0.11689 -0.4583 0.053842 -0.05171 0.116889 -0.04196 0.069941 0.057865 0.189893
Q16 0.202263 0.082139 0.088166 -0.04668 0.015559 0.31922 0.228748 0.249182 0.245093 -0.27366 -0.39947 -0.33296 -0.26404 0.656817 0.675761 1 0.03972 0.354326 0.241332 0.033005 -0.13907 0.129717 -0.00424 0.133015 0.202263 0.134535 0.202263 0.362646 0.213727 -0.10401 -0.27366 0.093424 -0.17254 0.13868 -0.1587 0.202263 0.133015 0.107232
Q17 -0.66186 -0.37437 -0.28365 -0.04052 -0.15759 0.475085 -0.263 -0.4782 -0.67171 -0.09783 -0.24628 -0.13237 -0.20057 0.366196 0.025507 0.03972 1 0.503957 -0.04889 -0.13372 -9.65E-21 -0.7883 -0.02579 -0.13038 -0.66186 -0.13626 -0.66186 0.336178 0.223938 -0.05267 -0.09783 -0.21836 -0.12582 -0.36871 -0.28365 -0.66186 -0.65189 -0.21722
Q18 0.08973 -0.30791 -0.34098 -0.16151 -0.17348 0.526004 -0.02139 -0.06051 -0.01663 -0.24138 -0.50084 -0.44147 -0.07614 0.250217 0.101668 0.354326 0.503957 1 -0.15774 -0.10152 -0.20262 -0.36725 -0.18109 -0.14353 0.08973 0.129315 0.08973 0.290678 0.155847 -0.02999 -0.06808 0.157494 -0.1937 -0.02999 -0.74297 0.08973 -0.28211 -0.14617
Q19 -0.09575 0.240103 0.36384 0.517036 0.185112 0 0.555474 0.177558 0.017745 0.350028 0.235145 0.417459 -0.06093 0.252163 0.180809 0.241332 -0.04889 -0.15774 1 0.297896 0.090086 0.290282 0.193236 0.301023 -0.09575 0.055195 -0.09575 0.166433 0.130015 -0.19202 -0.20473 -0.04423 0.087774 0.330705 -0.01149 -0.09575 0.079217 -0.23596
Q20 -0.10476 0.06913 0.104757 0.31427 0.226973 -0.15352 0.520325 0.59604 0.177964 0.307092 0.311843 0.031427 0.166667 0.162288 1.07E-19 0.033005 -0.13372 -0.10152 0.297896 1 -0.16016 -0.09925 0.37141 0.288901 -0.10476 0.377426 -0.10476 -0.16554 -0.12405 0.01459 -0.07226 -0.04839 -0.13166 -0.18966 0.031427 -0.10476 0.491132 0.185967
Q21 0.034847 -0.023 -0.27878 -0.20908 -0.19747 0.102138 -0.12462 -0.04406 0.053818 -0.22834 -0.1945 0.160297 -0.05544 -0.10122 0.263221 -0.13907 -9.65E-21 -0.20262 0.090086 -0.16016 1 -0.01321 0.209083 0.172985 0.034847 -0.12555 0.034847 0.151433 -0.09354 -0.17472 -0.14422 -0.43458 -0.15457 0.029119 0.209083 0.034847 -0.02883 0.116446
Q22 0.701793 0.444597 0.346218 0.084215 0.084215 -0.41139 0.145009 0.189299 0.598283 0.145221 0.177575 0.241417 0.029775 -0.32616 0.053011 0.129717 -0.7883 -0.36725 0.290282 -0.09925 -0.01321 1 -0.02297 0.069675 0.701793 -0.12137 0.701793 -0.13308 -0.14627 -0.01564 0.009681 0.142627 0.228287 0.531705 0.320018 0.701793 0.503211 0.005863
Q23 -0.15152 0.333289 0.104377 0.151515 0.387205 0 0.373277 0.459778 0.11544 0.310044 0.424725 0.349495 0.128565 0.015648 0.133523 -0.00424 -0.02579 -0.18109 0.193236 0.37141 0.209083 -0.02297 1 0.710351 -0.15152 0.393042 -0.15152 -0.0439 -0.12919 0.208204 0.11496 -0.04821 -0.13292 -0.02814 0.406061 -0.15152 0.476353 0.010548
Q24 -0.11236 0.310061 0.255355 0.153213 0.350687 -1.30E-20 0.34499 0.413271 0.091494 0.243065 0.095019 0.083756 0.065003 0.174061 0.212173 0.133015 -0.13038 -0.14353 0.301023 0.288901 0.172985 0.069675 0.710351 1 -0.11236 0.66241 -0.11236 0.133161 0.120958 0.00569 0.045795 -0.02988 -0.18878 -0.15363 0.312554 -0.11236 0.369014 -0.032
Q25 1 0.195529 -0.1358 -0.11111 -0.1358 -0.21711 -0.07359 0.374634 0.903758 -0.11496 -0.17916 -0.06667 -0.07857 -0.34427 0.069941 0.202263 -0.66186 0.08973 -0.09575 -0.10476 0.034847 0.701793 -0.15152 -0.11236 1 -0.05338 1 -0.16095 -0.22807 -0.10316 -0.11496 0.222393 0.202622 0.474555 -0.06667 1 0.459639 0.146969
Q26 -0.05338 0.281788 0.302464 0.160128 0.302464 0.156447 0.487818 0.539906 0.148381 0.092042 0.019861 -0.24553 0.283069 0.227397 0.100795 0.134535 -0.13626 0.129315 0.055195 0.377426 -0.12555 -0.12137 0.393042 0.66241 -0.05338 1 -0.05338 -0.08435 0.025283 0.05947 0.092042 0.20545 -0.14995 -0.14868 -0.09608 -0.05338 0.250244 0.055738
Q27 1 0.195529 -0.1358 -0.11111 -0.1358 -0.21711 -0.07359 0.374634 0.903758 -0.11496 -0.17916 -0.06667 -0.07857 -0.34427 0.069941 0.202263 -0.66186 0.08973 -0.09575 -0.10476 0.034847 0.701793 -0.15152 -0.11236 1 -0.05338 1 -0.16095 -0.22807 -0.10316 -0.11496 0.222393 0.202622 0.474555 -0.06667 1 0.459639 0.146969
Q28 -0.16095 -0.23174 -0.31702 -0.30727 -0.18046 0.557517 0.005814 -0.27134 -0.24857 -0.28763 -0.32123 -0.00293 -0.12415 0.368344 0.303935 0.362646 0.336178 0.290678 0.166433 -0.16554 0.151433 -0.13308 -0.0439 0.133161 -0.16095 -0.08435 -0.16095 1 0.593739 -0.22008 -0.14634 -0.0428 -0.02812 0.122267 -0.1668 -0.16095 -0.26229 0.039726
Q29 -0.22807 0.069464 -0.12671 -0.19298 0.037037 0.514215 -0.12781 -0.24647 -0.30165 -0.36908 -0.25025 -0.14854 -0.31013 0.258199 0.298168 0.213727 0.223938 0.155847 0.130015 -0.12405 -0.09354 -0.14627 -0.12919 0.120958 -0.22807 0.025283 -0.22807 0.593739 1 0.048867 -0.36908 0.411472 0.327711 0.140086 -0.11579 -0.22807 -0.33062 -0.12091
Q30 -0.10316 0.544634 0.103164 0.061898 0.392023 -1.31E-20 0.024596 0.069568 -0.0701 0.177897 0.038388 0.103164 0.240728 -0.1758 -0.11689 -0.10401 -0.05267 -0.02999 -0.19202 0.01459 -0.17472 -0.01564 0.208204 0.00569 -0.10316 0.05947 -0.10316 -0.22008 0.048867 1 0.377141 0.308142 0.094573 0.195402 0.160936 -0.10316 0.085353 0.349044
Q31 -0.11496 0.016859 0.174569 0.268241 0.413005 -0.14976 0.197949 0.10767 -0.06707 0.506608 0.375489 0.079195 0.704506 -0.09894 -0.4583 -0.27366 -0.09783 -0.06808 -0.20473 -0.07226 -0.14422 0.009681 0.11496 0.045795 -0.11496 0.092042 -0.11496 -0.14634 -0.36908 0.377141 1 0.0295 -0.11143 -0.22059 0.222256 -0.11496 0.14443 0.306789
Q32 0.222393 0.19568 -0.03612 -0.01711 0.229996 0.100283 0.061179 0.173041 0.19551 -0.08063 0.006366 -0.04676 -0.03629 -0.00442 0.053842 0.093424 -0.21836 0.157494 -0.04423 -0.04839 -0.43458 0.142627 -0.04821 -0.02988 0.222393 0.20545 0.222393 -0.0428 0.411472 0.308142 0.0295 1 0.648382 0.219193 -0.17449 0.222393 0.058187 0.084557
Q33 0.202622 0.296336 -0.07484 0.213574 0.078493 -0.0642 -0.1458 -0.04616 0.170842 0.100099 0.124302 0.242051 -0.1394 -0.19513 -0.05171 -0.17254 -0.12582 -0.1937 0.087774 -0.13166 -0.15457 0.228287 -0.13292 -0.18878 0.202622 -0.14995 0.202622 -0.02812 0.327711 0.094573 -0.11143 0.648382 1 0.308126 0.088716 0.202622 0.022654 0.092642
Q34 0.474555 0.449323 0.006878 0.061898 0.006878 -1.97E-20 0.254158 0.069568 0.37601 -0.02135 0.038388 0.27648 -0.06565 -0.28768 0.116889 0.13868 -0.36871 -0.02999 0.330705 -0.18966 0.029119 0.531705 -0.02814 -0.15363 0.474555 -0.14868 0.474555 0.122267 0.140086 0.195402 -0.22059 0.219193 0.308126 1 -0.1857 0.474555 0.165015 -0.01293
Q35 -0.06667 0.351953 0.17037 0.066667 0.377778 -0.3908 -0.13245 0.149854 0.089232 0.222256 0.372104 0.377778 0.188562 -0.13771 -0.04196 -0.1587 -0.28365 -0.74297 -0.01149 0.031427 0.209083 0.320018 0.406061 0.312554 -0.06667 -0.09608 -0.06667 -0.1668 -0.11579 0.160936 0.222256 -0.17449 0.088716 -0.1857 1 -0.06667 0.312554 0.134593
Q36 1 0.195529 -0.1358 -0.11111 -0.1358 -0.21711 -0.07359 0.374634 0.903758 -0.11496 -0.17916 -0.06667 -0.07857 -0.34427 0.069941 0.202263 -0.66186 0.08973 -0.09575 -0.10476 0.034847 0.701793 -0.15152 -0.11236 1 -0.05338 1 -0.16095 -0.22807 -0.10316 -0.11496 0.222393 0.202622 0.474555 -0.06667 1 0.459639 0.146969
Q37 0.459639 0.310061 0.160022 0.153213 0.255355 -0.41913 0.458634 0.654346 0.621525 0.3417 0.30786 0.083756 0.216676 -0.15824 0.057865 0.133015 -0.65189 -0.28211 0.079217 0.491132 -0.02883 0.503211 0.476353 0.369014 0.459639 0.250244 0.459639 -0.26229 -0.33062 0.085353 0.14443 0.058187 0.022654 0.165015 0.312554 0.459639 1 0.266655





The relationships between certain personality characteristics among 
champions were highly intercorrelated. Survey questions for champions with the 
strongest positive correlations (0.6 to 1) are presented Table 13. Column one in 
contains a statement (or statements) that was highly correlated with a 
corresponding statement found in column two. 
 
Table 13: Significant Correlations Between Champion Survey Items 
 
Statement 1 Statement 2 R values 
When I am passionate about something, I can 
easily talk to others about it. 
I am goal-oriented. 0.9 
I was enthusiastic about the intervention. 
I was motivated to implement the intervention. 
The outcome of the intervention was very important 
to me. 
I am able to connect easily with others. I have been told that I am a 
good communicator. 
0.73 
I am highly motivated. I am goal-oriented. 0.73 
I regularly seek feedback from my peers. I regularly seek feedback 
from my leaders. 
0.71 
I often look for ways to make improvements in my 
hospital/health setting. 
I was able to convince my 
leaders to implement the 
intervention. 
0.70 
When I am passionate about something, I can 
easily talk to others about it. 
I am not afraid to stand up 
for something I believe in. 
0.70 
I was enthusiastic about the intervention. 
I was motivated to implement the intervention. 
The outcome of the intervention was very important 
to me. 
I find it difficult to empathize with people. I am often confused by the 
behaviors of others. 
0.68 
The intervention was something I cared deeply 
about.  
I regularly seek feedback 
from my leaders. 
0.66 
I am easily frustrated by others. I am often confused by the 
behaviors of others. 
0.66 
It was easy for me to determine who to go to when I 
needed help implementing the intervention. 
I am highly motivated. 0.65 
Someone else convinced my peers to implement 
the intervention. 
Someone else convinced 
my leaders to implement 
the intervention. 
0.65 
It was easy for me to determine who to go to when I 
needed help implementing the intervention. 
I am goal-oriented. 0.62 
I am not afraid to stand up for something I believe 
in. 





I ask a lot of questions. I am highly motivated. 0.60 
I experienced resistance from peers when 
implementing this intervention. 
I experienced resistance 





The last question on the survey asked both champions and colleagues to 
select reasons for why they believed the champion was successful in 
implementing the intervention. Over 70% of champions and colleagues believed 
they were successful because they were: 1) well-respected by their peers, 2) a 
good communicator, 3) motivated, and 4) committed. However, colleagues of 
champions attributed this success to other factors. Nearly 80% or more of 
colleagues believed champions were successful because they were: 1) a good 
listener, 2) trustworthy, and 3) persistent. Champions scored themselves lower in 
each of these areas noted by colleagues as reasons for champion success. A full 
list of reasons for why champions and their colleagues believed they were 






Table 14: Reasons for Success: Champions’ and Colleagues’ Responses 
 
Characteristic 





 Champions Colleagues  
Well-respected by my peers 76.67 87.93 0.2211 
A good listener 43.33 81.03 0.0003* 
A good communicator 73.33 93.10 0.0188** 
Humble 46.67 58.62 0.2857 
Trustworthy 63.33 79.31 0.1059 
Motivated 73.33 91.38 0.0532 
Powerful 10.00 22.41 0.1524 
Persuasive 63.33 67.24 0.7139 
Committed 76.67 93.10 0.0405** 
Compassionate 66.67 68.97 0.8263 
Lucky 3.33 1.720 1 
Intimidating 6.67 0.00 0.1136 
Persistent 60.00 72.41 0.236 
Hopeful 36.67 44.83 0.4623 
Coachable 33.33 27.59 0.5754 
Other (please specify) 3.33 10.34 0.4147 
*Chi-square test signifies statistical difference between champion and colleague responses of 
p<0.05  
**Fisher’s exact test signifies statistical difference between champion and colleague responses of 
p<0.05  
 
4.5 Survey and Interview Findings 
 
The following section contains the results of champion-like characteristics 
found in the surveys and interviews. As a reminder, the results are grouped 
according to the Transformational Leadership Theory framework outlined in 
Chapter 3 and fall into four domains: inspirational motivation, individualized 
consideration, idealized influence, and intellectual stimulation.  
Inspirational motivation – Champion articulated an appealing vision that 





status quo. Associated characteristics: Intrinsic motivation, resilience, effective 
communication, optimism 
When asked why they initiated the intervention, all champions described a 
desire to make things better and/or easier for their colleagues, leaders, and for 
their patients. They saw a problem or something that could be improved and had 
a desire to fix it. For each of the champions, this desire was entirely intrinsic; 
meaning, they indicated they were not motivated by any external reward, but by 
some personal enjoyment, satisfaction, and/or responsibility. This intrinsic 
motivation to make improvements was confirmed by colleagues of champions 
when asked why they thought the champions were motivated to institute changes 
within their health settings. Illustrative quotes can be found in Table 15.  
Perhaps because this motivation was intrinsic, champions tended to also 
possess high levels of personal responsibility, accountability, and integrity. 
Consequently, they did not seem as concerned with external validation from 
others, and this seemed to garner more trust among their colleagues because 
champions were perceived as doing quality improvement work for the “right” 
reasons (i.e., to improve patient safety) instead of the “wrong” reasons (i.e., 






Table 15: Examples of intrinsic motivation 
 
Champion Quotes 
“I really do this work from my heart. I have a deep passion for quality. I love making 
rounds and thinking about what is working and not working. It comes naturally. I think it’s 
just a part of me. I really like going above and beyond.”  
– Physician’s Assistant  
“I don’t need the accolades. I think that is a really important piece of why people listened 
to me. What I was doing wasn’t ego-driven, it was mission-based. If you have something 
that is mission-driven, it’s easier to not give up on it. It’s not about me.” – Physician  
“I take it upon myself to make sure things are being done. Once, we didn’t have somebody 
in charge of clinical services, but I took it upon myself to make sure our procedure rooms 
were clean, all the instruments were ready, and everything was done to prepare our 
patients. This has been my driving force, to actually make a difference in peoples’ lives 
and I don’t have to be appreciated for it.” – Physician  
Colleague Quotes 
“She is always looking for how something can be better and is not happy with the status 
quo. She is constantly looking and suggesting some refinement.”  
– Supervisor of nurse champion  
“It’s the will and the passion he has. It was as if he was on a personal mission. He would 
speak with so much passion and dedicate so much of his time and knowledge to [the 
intervention]. It was easy to follow him and know why he does what he does.” – Peer of 
physician champion 
“She just wants to complete every single thing that has been given to her at a level that is 
above and beyond what others would do. Here is an example. Our computer system was 
hacked and our system went down for almost a month. She was unable to do some of the 
work that needed to be done with this project because she didn’t have access during that 
month. But when they came online, many of us left that month behind as a casualty. Not 
her. She came in on nights and weekends to make sure all those cases were reviewed. 
She didn’t talk about it, but you knew it was her because you could see it in the system.” – 
Peer of nurse practitioner champion  
 
For characteristics and behaviors associated with inspirational motivation, 
the quantitative results supported qualitative findings as demonstrated in Figure 
5. On almost every item, there was a similar level of agreement between 
champions and colleagues, although champions slightly underrated themselves 
on almost every item except for “enjoy motivating others overall” and 
“enthusiastic about the intervention.” Additionally, 96% of champions stated that 





that they felt a sense of personal responsibility for the outcome of the 
intervention.  
 
Figure 5: Inspirational Motivation: Associated Characteristics of 
Champions  
 
 One of the most common ways inspirational motivation manifested in 
champions was in their persistence and resilience. Champions described 
themselves as not taking “no” for an answer, working tirelessly to find a solution 


















implementation barriers. Persistence and resilience among champions were 
confirmed by the colleagues who worked alongside them. Illustrative examples of 
resilience can be found in Table 16. 
 
Table 16: Examples of Persistence and Resilience  
 
Champion Quotes 
“[When faced with resistance], I tried not to worry about it. I stayed driven and kept going. 
If you feel that you are completely driven to do the right thing, convinced it’s the right thing 
to do, it doesn’t matter if someone else doesn’t believe in it or makes fun of it. People 
begin to understand that you are not going to be defeated or tire easily and finally they will 
say, ‘Okay, we will do what we say because there is no point in fighting anymore.’” – 
Physician  
“There was a fair amount of work that I did patiently. It took a lot of time. They would trust 
me a little. I would do a little and no more. And then I would go back, gain more trust, and 
do more. These relationships have been built one at a time.” – Nurse  
“I do not give up easily. There was someone who worked with me and she really 
struggled. At the beginning, we were getting knocked back all the time and she found it 
very tough to stay motivated and she took things really personally. If someone told her no, 
she took it really hard. I would tell her, ‘It’s been six months. Let’s go talk to them again. 
Things change.’ But for her, once they’d said no, that was it. For me, it may be 
discouraging at the time, but it’s more about finding another way. I’m always thinking 
about what we can do instead. I know there are other approaches.” – Nurse  
“I can understand when [intervention] is not working for someone. I can brainstorm ways 
to make it work. I’m able to listen and unpack what is bothering someone and then create 
a plan for moving forward. I listen to their barriers and figure out what additional resources 
I can give them.” – Physician  
“I am not forceful, but I keep trying. If I find a barrier I cannot break, I don’t push through. I 
take a step back and find another route.” – Physician  
“People have explained in great detail how this effort will fail and why it’s unattractive and 
why it won’t work. But in all of that, I am just not letting go, but I find new ways to make it 
successful and meaningful.” – Nurse Practitioner 
Colleague Quotes 
“She would not take no for an answer. She would make a point to go see people in 
person. She would wait around outside of peoples’ offices if they had not responded to her 
email. Sometimes she would drive all over campus to these peoples’ offices just to talk to 
people. She knew she would catch people that way.” – Supervisee of physician champion  
“There is a long way to go and a lot of work that needs to happen, but in terms of 
addressing fear and humanizing a population, he’s done really well. He’s slow and steady, 
very compassionate, selectively sassy, and keeps on going.” – Supervisee of nurse 





“There have been a lot of changes that have gone through our health system [while 
implementing this] and she has been able to weather that. Sometimes there are so many 
constraints, but she still has been able to deliver even in the midst of it all.”  Supervisee of 
physician champion 
“There have been times when I see her frustrated, but she keeps on going. She will learn 
from things and bend her opinion. If she sees something that isn’t working, she will adapt 
and accommodate.” – Peer of nurse champion  
 
The quantitative findings depicted in Figure 6 showed variation in how 
both colleagues and champions perceived the survey questions on “holding 
tightly to convictions when challenged by others” and “not being afraid to stand 
up for beliefs,” with the latter scoring much higher between both colleagues and 
champions. No champions or colleagues believed that champions were “easily 
discouraged.” Champions were more likely to agree that they experienced 










*Kruskal-Wallis test signifies statistical difference between champion and 
colleague responses of p<0.05  
 
Among champions, the quality of inspirational motivation was 
accompanied by strong communication skills. Champions and their colleagues 
stated that champions were highly communicative, whether that be in their ability 
to articulate their ideas effectively or gain buy-in for their efforts through 
persuasive speech abilities. Examples of effective communication from 





























Table 17: Examples of Effective Communication 
 
Champion Quotes 
“Communication can make or break anything, and I am a huge advocate of excellent 
communication. I try to communicate in a way that doesn’t put people on the defense but 
tries to be more collaborative and ensure we are all working towards the same goal.” – 
Nurse  
“I would give examples of how [intervention] was going well in other places. I would talk 
about how these people were doing something amazing and that if we were to do this, we 
would be much better. I would talk about how it was for the greater good, that it was the 
right thing to do. Motivation was a huge part of those talks.” – Physician  
“I learned a lot about persuasive speech. I would constantly use life experiences: real-life 
examples of patients and how unstandardized care has negatively impacted our patients. I 
shared positive scenarios for what was already working and shared patient experiences.” 
– Physician’s Assistant 
Colleague Quotes 
“He could communicate complex ideas. He would be concise, brief, and the meaning 
wasn’t lost on them. He could communicate his ideas very simply and easily.” – Peer of 
physician champion  
“She gets so excited and brings in the patient perspective. She uses data, but she also 
puts a face with it and infuses so much energy into talking about it with others.” – 
Supervisee of physician champion  
“She is very reflective very quickly. She is so quick at saying the right thing and the right 
way. She’s very quick to see the best solution and is really good at saying it even if it 
comes with criticism.” – Supervisee of nurse champion  
“The biggest thing that makes him where he is today is his ability to convince people, even 
though it’s a lot of work to change peoples’ minds. He does it gradually.” – Supervisee of 
physician champion  
“We had a lot of conversations and I found his approach to be incredibly thorough, but 
also very clear. He walked that fine line between being too clinical and being too high-
level, which was a great balance of having us know exactly what he wanted us to do.” – 
Peer of physician champion  
“She was always willing to share her stories. She would really put a face to the picture. 
This wasn’t just a piece of paper – there was a person behind it. She would bring those 
stories to everyone and help them explain real-life situations. She would explain in depth 
the ‘why’ of these stories. She has a clarity and conciseness to her messaging.” – Peer of 
nurse champion  
 
As illustrated in Figure 7, colleagues were more likely to report on the 
survey that champions were persuasive and strong communicators than 
champions themselves; this difference was statistically significant. Champions 





were the ones responsible for convincing their peers and leaders to implement 
the intervention.  
 




*Kruskal-Wallis test signifies statistical difference between champion and 
colleague responses of p<0.05  
 
Another characteristic found among champions within the larger theme of 
inspirational motivation was their optimism. Champions explained they were 
always able to see the good in others or in situations. In turn, they attempted to 
infuse their positive outlook onto others, particularly when others were feeling 
discouraged in the midst of their change efforts. Additionally, champions 
explained that this core belief — that others are inherently good and/or want to 
do the right thing — enabled them to demonstrate compassion towards others. 
Furthermore, champions explained that this belief gave them the ability to be 






















implementing. Colleagues of champions also relayed that champions were 
extremely positive and able to see the good in every situation. In the survey, 
champions were asked if they were pessimistic: no champions agreed with this 
statement and only 4% of colleagues described them this way. Table 18 contains 
illustrative quotes regarding champions’ optimism.  
 
Table 18: Examples of Optimism 
 
Champion Quotes 
“I assume everyone is good. What that forces me to do is deeply understand others’ 
behaviors. It helps me to say, ‘These are all good people and if they are upset, I should 
listen.’ One of the programs I had to stand up quickly was contact tracing for COVID-19. 
Contact tracing is emotionally charged, and I got this angry email from another provider 
personally berating me for something that went wrong with the system. But when I read it, 
it was clear that he was a good person who was scared, and his anger was misdirected. If 
you go at it with that attitude, you can pick up the phone and say, ‘I am so sorry. Walk me 
through what you know to be true, and we are going to figure out how to make sure this 
doesn’t happen again.’ I can’t reverse time, but I can learn from him. I truly believe people 
are inherently good and his anger was well-founded. Misdirected, but I didn’t take it 
personally. If we can learn from this, the better we will be tomorrow.” – Physician  
“It gets back to the core principle that I have to deeply believe and remind myself every 
day that everyone here is intrinsically good. They may have motivations that are different, 
they see things differently, but at the end of the day, I have to believe they are good, and if 
I start from that, I can always develop and empathize with [my colleagues’ concerns about 
the intervention]. I can develop a relationship with them that is productive, even if I don’t 
agree with their core values. I can believe in them and respect our differences and at least 
engage them.” – Physician  
I believe intrinsically people are motivated to do the right thing. If you give people the 
opportunity to do the right thing and explain why it’s the right thing and let them lead that 
change, they can do it in the most difficult circumstance. There is an innate belief in me 
that people want to do the right thing. Let’s just make it easier.” – Physician  
“I’ve been given the term that I am a Pollyanna. I don’t even really know what that means 
except that maybe someone is so positive you want to throat punch them (laughter). I 
guess I am a very optimistic person and I have always looked for the good in everything.” 
– Nurse  
“I knew that everyone I worked with wanted the same thing. We all wanted our patients to 
have good outcomes. We didn’t want moms to be dying or babies to be dying. I believed in 






“There was someone who was not doing their fair share of work to help out with COVID 
and they kept complaining about it and instead of showing anger towards that person, 
which is a normal human response, he immediately said to me, ‘Oh, I wonder if there is 
something going on with [name]?’ And I was left thinking, ‘My God, how do you see the 
best in people all the time?’ He really is that way.” – Supervisee of physician champion  
“She has a healthy-questioning attitude and is so positive. She believes everyone is doing 
everything for the right reasons and we just have to figure out what the process 
breakdown is. That is how she approaches everything.”  
– Peer of physician champion  
 
Individualized consideration – Champion attended to each person’s 
needs throughout the implementation, serving as a mentor, coach, or guide. 
Associated characteristics: Compassion/empathy, physically present, 
approachable, team-centered 
One of the predominant findings among all champions was how attentive 
they were to the needs of the people around them. They discussed how they had 
a strong interest in their colleagues and patients, both personally and 
professionally. Champions seemed to have had the ability to strategically 
leverage their relationships with others to promote adoption of their intervention 
— not because they were externally motivated by some reward, rather they 
seemed to genuinely care for people within their organizations. They were 
intrinsically motivated to connect with them and discover their pain points. 
Following that process of discovery, champions described how they would 
intentionally try to address and assuage the pain points by coming up with an 
improvement plan or intervention out of a place of sincere interest in making 





which was coded as compassion or empathy, drove their desire for improvement. 
Colleagues of champions confirmed that the sincere compassion or empathy that 
champions possessed was a driving force in their improvement efforts. Illustrative 






Table 19: Examples of Compassion/Empathy 
 
Champion Quotes 
“I’ve always made every attempt to make things as easy for my team as possible. I’ve 
always had this mothering side. I want things to be simple and easy for everyone. 
Empathy is the ultimate quality for a nurse, but for me, it became important to have this in 
my relationship with my colleagues. So much of my empathy is for other staff members. I 
wasn’t so much as taking care of patients as I was taking care of staff.” – Nurse  
“Being a palliative care physician, I really understood the challenges that [my colleagues] 
have. I tried to allay their fears. A lot of it is just attending to their emotion. I’m good at 
acknowledging that and I’m comfortable in uncomfortable situations.” – Physician  
“It’s just something I have on the inside. I see people’s discomfort, pain and suffering, and 
those things resonate with me. It helps me to understand and see others’ perspectives. I 
don’t know if you can get better at being compassionate, but I do think you can protect it 
and not lose it.” – Physician  
“I read the face of my patients and I notice their concerns. There are some people who are 
focused on some things. Maybe I am the type of person who may miss some types of 
details, but I would be sensitive to react to human beings.” – Physician  
Colleague Quotes 
“In this unit, where there are a lot of sick kids, she is one of those doctors that is not afraid 
to talk about hard things with families or staff. She would come in at 2 a.m. to talk to the 
mom of the dying kid because she really wanted to be there for that mom. That same 
empathy and willingness to sit down and talk with you, even if it’s a hard conversation, she 
does that in her quality improvement work, as well.” – Peer of physician champion  
“People around him want to do things he asks them to do out of genuine affection. He will 
say to others, ‘Come and sit with me. Tell me a story.’ He doesn’t jump on the opportunity 
to actually get something done. He doesn’t talk to people just to give them a task. He 
genuinely wants to sit with them and hear from them. He takes a moment with everyone to 
ask how they are doing. His words have compassion in them. Everyone gravitates towards 
that kindness because it’s so effortless. It’s not contrived.” – Supervisee of physician 
champion  
“He’s radically compassionate. When you work with him, you tend to see almost to a fault 
peoples’ humanity. It’s inspiring and it also turns the lens in on yourself. You tend to check 
in with yourself and say, ‘Oh, I really do need to help this patient.’” – Supervisee of nurse 
practitioner champion 
“He is very sincere. He has a touch about him. He’s considered very high, top 
management. Yet there was this time my grandpa was unwell and he checked on me 
regularly and told me to shout out to him if I needed anything. That makes his staff feel 
very appreciated. For someone to remember those nitty-gritty details, to show a concern 







Figure 8 depicts the survey results that correspond with characteristics 
associated with individualized consideration. In the survey, nearly 40% of 
champions agreed that they were shy; however, none of the colleagues agreed 
with this statement and this difference was statistically significant. Similarly, a 
small number of champions agreed that they were easily frustrated (16%), but 
none of their colleagues perceived them this way. Although many champions 
agreed that they connected easily with others and made social connections 
easily, their colleagues were more likely to agree with these items. While both 
champions and colleagues agreed that champions were empathetic, less than 
40% of champions agreed that they were compassionate. Ninety percent of their 
colleagues agreed with this statement and the difference between champions 










*Kruskal-Wallis test signifies statistical difference between champion and 
colleague responses of p<0.05  
**Chi-square test signifies statistical difference between champion and colleague 
responses of p<0.05 
 
 
 This compassion/empathy theme manifested in a variety of ways among 
champions, including simply by being physically present in the daily activities of 
their colleagues, leaders, and patients. This physical presence was recounted 
when champions were asked how they gained support for the intervention that 
they were implementing. Champions shared stories about purposively sitting 
down with their colleagues in the breakroom or socializing with them outside of 












stories about coming to the hospital or health setting on their day off to talk to 
people, to ensure the implementation was going smoothly, to help and gather 
feedback, or answer questions. Colleagues of champions stated that champions 
were perpetually available, approachable, and accessible. These consistent 
behaviors, including being physically present, were seen by colleagues as 
significant, and colleagues believed they contributed to the overall success of 
gaining buy-in and trust to carry out the intervention. Illustrative quotes can be 







Table 20: Examples of Being Physically Present 
 
Champion Quotes 
“I used to go to the wards every day to talk to the nurses and see how they were doing and to encourage them. I noticed where they 
gathered in the morning and I would go there and I would tell them, ‘Well done, keep it up.’ If I noticed that someone needed something, 
I would help them. If a light bulb needed changed, I would ask if someone had called anybody and if they hadn’t, I would make the call. 
You come [to the ward] when it’s not your time because you care, and you want to know how they are doing.” – Physician  
“For the first three months of this project, I would drive round-trip to just show up at the hospital where this [intervention] was supposed 
to be starting. The first day, the head matron said nothing. The second day she said hello. I just kept showing up. Most of my work 
didn’t start for three months, but it was only successful because they saw that I showed up every day. I would try to be helpful. If they 
had anything that needed to be done, I got it done.” – Nurse Practitioner  
“As a charge nurse, I was never charging from a chair. I was always wherever the need was. I was in the room if there was a problem. I 
was in the emergency room. I was in triage. I was happy to be the first one there, to lend a hand, and to help. When we started this 
initiative, I would go to the rooms with everyone when they were first starting to use the tools. I would help them refine the process in 
real time.” – Nurse  
“I had a habit of just walking around, asking questions that had nothing to do with what I was asking them to do. They just knew I would 
dig in and be there with them through the long haul. I would purposively take a tour of the building and ‘run in’ to folks. I would see 
people that I needed to connect with and it wouldn’t bear fruit for months, or years, but it always ultimately bore fruit. I was at the elbow 
with folks no matter who they were.” – Physician  
“Even when I wasn’t on service, I would come to the hospital and hang out. I would follow people on their rounds and ask them 
questions in between seeing their patients. I just spent a lot of time at the bedside with the patients and the frontline teams getting their 
opinions on the various aspects of [the intervention] because they were going to be the ones implementing this. I wanted to know what 
was lacking, what was missing, and then bring these insights in.” – Physician  
Colleague Quotes 
“He was always there, asking if we were okay and if we had any problems. He would spend the whole day with us.” – Supervisee of 
physician champion  
“She was so approachable. She made herself available to the staff. She would come in on her day off to talk to people and check-in. 
People were not nervous to ask her questions. She would stand there for 20 minutes and tell people what was going on. She did this for 
almost a year. She’s really good at making people understand why we are doing something different.”  – Peer of physician champion  
“Every hospital within this program has regular meetings and she would travel all over to attend these meetings. She would go to 
connect with the front-line staff. This meant a lot to people.” – Supervisee of nurse champion  
“Whether he is with a patient, a caregiver, or a colleague, for the time you are with him, you have his complete attention. That’s a very 
rare quality. I know he has an overloaded calendar. I’ve never seen a fuller calendar, and yet it’s on the rare occasion that he ever 





There were no associated quantitative data for physical presence 
collected on the survey. 
Because of champions’ abilities to demonstrate “individualized 
consideration” of their colleagues, they frequently discussed the importance of 
surrounding themselves by a team of people who balanced them, supplemented 
their weaknesses or gaps, and/or helped them to see things they could not see. 
Champions revealed the importance of not implementing changes through one-
off, individual efforts, but through generating buy-in among multiple stakeholders. 
When asked why they were successful in moving the intervention forward, 
champions frequently cited working in collaboration with others who brought their 
own unique knowledge, talents, and skills to the team as one of the main 
reasons. They also relayed how finding and surrounding themselves with people 
of diverse backgrounds and experiences made the process more joyful and 
fulfilling to them. Colleagues of champions reiterated this finding by sharing their 
own stories of how they felt included, seen, and appreciated as they worked 
alongside the champion. Illustrative quotes demonstrating team-centeredness 






Table 21: Examples of Team-Centeredness 
 
Champion Quotes 
“My team is capable of doing things that I am not capable of doing. I can transmit what I 
want and they will understand it but they also have the capability of taking it even further 
than I could. They complement the things that I don’t have. So, for instance, if I am not 
very organized and I see someone who understands what I am trying to do and they are 
more organized than me, that is someone I would choose [to be on my team].” – Physician  
“They [the team] are able to tell me the truth, if something is working or if something isn’t 
working. They are able to tell me anything. That has made me successful. They are free to 
call me and tell me when something is challenging. I make it easier for them to tell me 
these things. I really listen to them and tell them their ideas are very valuable.” – Nurse  
“For me, all the successes we’ve had is never me. It’s always our team that has done this. 
It’s us. I can only do what I do because of the team that supports me. We have an 
amazing core group and great clinical champions. One of the clinical champions often 
says she doesn’t need clinical supervision; she just needs to meet with me (laughter). We 
bounce ideas off one another and talk about what we can do next. We are very supportive 
of each other and I call on them regularly.” – Nurse  
“With my immediate team, I had communication boards where people could write ideas, 
suggestions, problems they were seeing. There was a sense of comradery. We tried to 
keep it horizontal, so we didn’t have artificial structures, like I’m the boss, you’re the front-
line staff. We really developed a shared ownership of the work. I came with skills and a 
knowledge base, which is great, but I would find others and say, ‘You are going to be our 
expert, our resource for expertise on this area.’ I think everyone felt valued for what they 
could bring to the table. Having done that successfully with my immediate team, it made it 
easier for others to adopt these styles of communication and spread these out to the 
broader team. To this day, we have a team that is known for being open, receptive, 
welcoming and just coming to the work with a spirit of curiosity and engagement and 
willing to connect and collaborate towards a shared vision.”    – Nurse  
Colleague Quotes 
“He taught me to stay open and kind to the people around me because whoever they are, 
you need them. You have to be inclusive. Even the ‘least’ of the people in the department, 
you need each and every one and you need to include them and work as a team. I’ve 
learned all these things from him.”         – Supervisee of physician champion  
“She takes a genuine interest in the team. She knows them. She knows what they are 
good at. She encourages them to develop themselves. That personalized approach 
makes a huge difference. She reaches individuals and also brings people together as a 
team. Even though we are spread out all over the area, we are really getting to know each 
other. We feel committed to a team as a whole. When we are in high level leadership 
meetings, she goes around the table and asks those who have not spoken to speak.” – 
Supervisee of a nurse champion  
“She wanted to get to know the people working alongside of her to implement the 
program. She really tried to get to know me as a person and that is where trust and 
accountability came in. Just seeing her passion and inspiration for the work, she wouldn’t 
take no for an answer. Those were the initial things to build my trust and friendship.” – 





In the survey, one associated question with team-centeredness was a 
question asking whether the champion had high expectations of others. Of 
champions, 66% agreed with this statement compared to 83% of colleagues; the 
difference between this level of agreement was significant using the Kruskal-
Wallis test at p<0.05. 
Idealized influence – the extent by which champions are role models for 
their colleagues because they possess extraordinary capabilities and embody 
and promote high standards of ethical behavior among their colleagues and their 
patients. Associated characteristics: Credibility, inner strength, self-awareness, 
situational awareness 
Champions explained that they would consistently model the behaviors 
and/or changes they were hoping to see and invite others to participate with them 
in these activities. They talked about how important it was for others to see them 
engaging in the desired behaviors of the intervention instead of promoting the 
intervention with words alone. Colleagues confirmed these characteristics, and 
both champions and colleagues believed they were fundamental to their success 







Table 22: Examples of Role Modeling 
 
Champion Quotes 
“I tried to set an example. I would go to the operating room and have them see that I was 
consistently doing [the intervention]. I wouldn’t start the operation unless people were 
doing [the intervention].” – Physician  
“I am the division chief and I oversee 130 doctors and 35 advanced practice nurses. I do 
not have to do clinical work, but when we started seeing COVID-19 surges, I signed up to 
take the first shifts. If you lead by example, you create unity and purpose. Actions mean 
everything. I was there the whole time. You have to walk the walk. This is true for quality 
improvement in particular. Whenever you want to lead people into anything, you have to 
be right there with them, at the forefront of what you are asking them to do. You have to 
show them. The moment you sit on the iron throne and tell people what to do, you’ve lost 
half the battle.” – Physician  
“I would just invite people into the room when I was trying this new [intervention]. They 
were curious and they would watch, and I would explain things to them.” – Physician  
Colleague Quotes 
“When he is serious about something, others can feel what he is feeling in whatever he is 
talking about. It doesn’t take much talking for him to get the support he needs. He can 
walk the walk with you. It was as if he was on a personal mission. He would speak with so 
much passion and dedicate so much of his time and knowledge to it. It was easy to follow 
his thoughts and know why he does what he does.” – Peer of physician champion  
“There is nothing he asks of anyone that he is not willing to do himself. And usually, he 
starts it himself. He gets the ball rolling.” – Supervisee of physician champion  
“She’s not afraid to do things herself. She is involved in [the intervention activities] and 
doesn’t expect us to do it without her. She is a situational servant leader who is willing to 
do whatever needs to happen to get things accomplished. I think everyone really 
appreciates that.” – Peer of physician champion  
 
From the survey data, over 90% of champions and colleagues agreed that 
the champion regularly encouraged others on the team to participate in 
implementation activities. 
One of the most common ways role modeling manifested in champions 
was in their intentional pursuit of establishing credibility with their colleagues and 
leaders through demonstration of high performance in their role. They worked 





and respect they garnered through their genuine personal connections with 
others. Institutional and/or clinical credibility went beyond performance and 
knowledge, though. This credibility was articulated as having integrity, being able 
to stand up for their convictions even if others did not agree with them, as well as 
possessing a deep commitment and connection to the communities served. 
Illustrative quotes from champions and colleagues can be found in Table 23. 
Table 23: Examples of Credibility 
 
Champion Quotes 
“I definitely put my patients’ needs first, but there is definitely a meeting of what your 
patients need, what your team and colleagues need and want, and the place where that 
overlaps. But oftentimes that requires someone to translate that. Oftentimes the person 
who translates that has to be someone the patients trust and endorse, but also someone 
that colleagues trust. Not only do they have to trust your competence, which I think is the 
most important thing or at least the first thing that needs to be established, but they need 
to be able to trust you as a person. They have to be able to say, ‘This is someone who I 
believe has the best intentions in mind for our patients and others.’ I think that if you asked 
the vast majority of my colleagues, based on the feedback I’ve been given, trust in me 
would not be a concern.” – Nurse Practitioner  
“I was also very clinically savvy. I had such a strong interest in end-of-life care, and they 
would call me into join them when they were having conversations with patients who were 
dying. I’d been doing advanced communication work with them for some time, and they 
were calling me all the time to help them. I got a lot of kudos in that space. As the junior 
doctors rose the ranks, they really knew me. I could walk onto any ward and they knew me 
and my previous work with them gave me credence and validity. They knew I wasn’t a 
random person coming up with this. They knew there was value and use in what I was 
trying to do.” – Nurse  
“I was starting to see behaviors in our unit that, if addressed, would benefit the nurse, the 
team and the patient. I felt like I had been in a position where I had earned the respect of 
my peers and physicians and I felt that trust would be instrumental for this position. It 
would give me the platform to really make the changes I knew needed to be made.” – 
Nurse  
“[My leaders] see me as an asset to the institution. They see me as an expert in quality 
improvement. One thing I regularly do is visit each area of service provision and stay there 
and participate in the provision. That helps me understand what is going on, and when I 
speak, it’s from a place of knowledge.” – Nurse  
“It’s trust that breaks through barriers. Folks can say about me, ‘We can trust [participant 
name] with these issues. She is not going to sweep things under the counter. She’ll be 
transparent and communicate openly and truthfully and we can trust in what she says and 






“This project was a big undertaking, so it was a big deal that the leadership put her in 
charge. I don’t think they would have trusted many people to do this in her role. Through 
this project, she solidified her status as an awesome attending physician. And the bedside 
staff love her. She is making things better for the unit and that solidified her as a leader.” – 
Peer of a physician champion  
“I saw her in action. I saw the respect that her peers had for her. I observed how she 
managed her staff and the patient volumes. She was adaptable to the ever-changing 
volume. She would always remain calm in every situation. She has a way about her, she 
is a born leader.” – Supervisor of a nurse champion  
“She’s honest and has high integrity. We never doubt anything she says. She’s very 
nurturing, too. She’s very transparent and I would never mistrust her. I haven’t seen her 
make many mistakes, but when she does, she alerts everybody and tells them what we 
may need to do to correct them. She doesn’t just say, ‘There’s a problem,’ and leave it to 
everyone else. She is the one to fix it.” – Peer of a nurse champion  
 
There were no associated quantitative data collected in the survey 
pertaining to credibility. 
Champions possessed a keen sense of self, others, and the environment 
around them. They described being tuned in to the cultural climate and the ways 
in which certain people behaved or made decisions in various contexts. 
Champions attributed their success in implementing interventions to this keen 
awareness of how things and people worked together within their organization. 
They believed they were able to see and understand which levers to pull to bring 
about change, gain support, and mobilize resources as needed. This ability to 
instigate change and promote adoption using self and situational awareness 
techniques seemed to come from a sincere and genuine desire to connect with 
their colleagues, enjoy their work environment and improve the lives of their 
colleagues and patients. Illustrative examples of self and situational awareness 





Table 24: Examples of Self and Situational Awareness 
 
Champion Quotes 
“I had been there for a long time. It’s pretty obvious who the influential leaders are. You can 
usually figure it out in a single meeting. Like at a staff meeting. Sometimes it’s the chair of the 
department, but sometimes it’s not. It may be someone else in the back in the room and 
everyone else is waiting to see their reaction before deciding whether they are going to give it 
a thumbs up or thumbs down. There are very passive leaders who are not going to take a big 
stance. I have found that instead of going back to them over and over, I just thank them for 
their help and support and then I meet with a couple of other key stakeholders in the 
department.” – Physician  
“Before starting [the intervention], I listened. I scanned the political environment. I asked a lot 
of questions. I like to understand how organizations work, people and personalities, and how 
decisions are made, what’s okay to say, what’s not okay to say. I like to know what drives 
people, what people are looking for. Ignorance about the environment, the leadership, the 
management, the people, this will always leave a hole in what you’re trying to do.” – Nurse 
Practitioner  
“I’m good at reading the room. I have a natural tendency to be sensitive to the people around 
me.” – Nurse  
“I’m very observant of people. I tend to sit back and observe people and try to learn about them 
and their personalities and how they might receive information, because people receive 
information differently.” – Nurse Practitioner  
“I would watch how others were responding in meetings to see if they looked calm, if things 
made sense to them, or if they were not understanding. Then, I would go back to them [after 
the meeting] and ask what questions they had.”    – Physician  
“Before I started [the intervention], I spent the first eight months learning about their current 
approaches, how they thought about the problem, who had been leading the work in the past 
and how interested they would be in handing this off to someone else.” – Physician  
“I’m really tuned into who I’m speaking to. If someone asks me to go talk to a group, before I 
can, I need to understand who they are, what they do, to make sure I’m putting it in terms they 
will understand. I get asked to come give talks all the time and I usually say yes, but I spend a 
lot of time trying to figure out the audience. Who are they, what do they already know, how 
long have they been here? I want to make sure the content relates directly to them.”                – 
Physician  
Colleague Quotes 
“He worked with a team of people with various skill levels, and he was able to recognize that 
some people were more experienced than others and he read that very quickly. He knew who 
he was talking to and would tailor his communication methods to his audience. He would flow 
nicely between talking to a clinical person to a quality person to a developer.” – Peer of a 
physician champion  
“She would really pick our battles. She would go, state our goals, what we were trying to 
achieve, and if it was not working, she would back away for awhile and reconsider and think. 
She tries to go with the willing and use peers to help pursue harder conversations with those 
who are unwilling.” – Peer of a nurse champion  
“She was always connecting the people and the ideas to make sure the process would work. 
Everyone would come with a checklist of what they needed to do, but it may not work for the 
other stakeholder and she would uncover that in the moment. Rarely would a person survive 
one of her meetings without talking. If you hadn’t volunteered information, she would call on 





From the survey, one question addressed this concept of situational 
awareness by asking if champions found it easy to determine who to go to when 
they needed help implementing the intervention; 70% of champions agreed that 
they did find it easy. 
Intellectual stimulation – Champion stimulated others to challenge 
assumptions, take risks, and give and receive feedback from others.  
This Transformational Leadership Theory domain describes a general 
approach that champions took with others when overseeing the implementation 
of their respective interventions, as opposed to explicit, descriptive, and 
individualized characteristics. Champions consistently stated that they created an 
environment in which others could honestly share how they felt about the 
intervention and the approach to implementation. They discussed valuing 
feedback and intentionally creating a space for others to share their ideas, 
questions or concerns openly and honestly. Champions stated that they 
consistently tried new things to modify their intervention and encouraged others 
to do the same. They welcomed opposing views from others. Champions 
expressed immediately taking new ideas and feedback to heart, making changes 
to their approach accordingly. Even if champions denied being in an institutional 
environment that supported innovation and learning, they personally created this 
type of environment within their teams.  
Colleagues of champions echoed the reports of champions by describing 





feedback, and seriously consider all opinions when revising implementation 
approaches. Additionally, colleagues shared examples of champions treating 
everyone the same, regardless of their rank within the institutional hierarchy. 
Colleagues explained how such fair treatment facilitated trust and increased 








Table 25: Examples of Intellectual Stimulation 
 
Champion Quotes 
“I always seek as much feedback as possible before rolling anything out. I want to hear from 
everyone, it doesn’t matter their background [in the organization]. I want to hear how to make 
the process better. When we were rolling this out, I went to every provider and asked them 
how I could support them. I asked if we were missing anything. I would revise what I had 
created and then take it back and ask if it was better. I did this so they knew I was there to help 
them and that their opinions were important.” – Nurse  
“I deeply listen, not just cursory listening. Most of the concerns we heard [about this 
intervention] were completely legitimate. We would hear things we hadn’t thought about. I 
would take them back to our advisory group and tell them and we would figure out how to 
combat them.” – Physician  
“We always went back to the stakeholders and told them what we were doing. And we would 
listen to them, ask questions, and they would tell us what they liked or hated. I would never be 
offended. I would take it. I would walk right into the eye of the storm. I listened and I asked 
why. It was building the trust, sticking with it. Then also taking all the different bits of advice as 
learning to help refine the process.” – Physician  
“Trust and authenticity are important in any relationship, personal or professional. And the 
behaviors that align with that should also be implemented consistently so that becomes the 
known expectations and characteristics of a person. It’s that trust that breaks through barriers. 
We have a team that is known for being open, receptive, welcoming, coming to work with a 
spirit of curiosity and engagement. When people feel appreciated and that their opinions are 
seen and valued, they are more likely to go above and beyond.” – Nurse  
“When I got into a leadership position, I knew that the authority that comes with the position 
was very important. You need it to move things. However, as I have walked along this journey, 
I have realized that if you want people to move in the same direction, it’s not by decree, it’s not 
by that authority. People get involved with change efforts not because they report to you. They 
do it because they believe in them and because you ask nicely. I believe that with a personal 
relationship, they can relate to you, and that if you ask them to do something, they trust that 
you have the good of the individual in your mind.”      – Physician  
Colleague Quotes 
“She is a very good listener. She will really listen and see how things need to change and how 
the project should be modified. She’s not offended. She’s always learning. All feedback is good 
to her.” – Peer of nurse champion  
“He would elicit feedback from mothers, parents, the relatives and the community we were 
working in. Then he would feed it back into how we approached the work we were doing. That 
was really characteristic of him — listening especially to those who were not clinicians or those 
who were not supporting what we were doing. He was able to listen and incorporate the things 
they wanted into the work we were doing.” – Peer of physician champion  
“I know that people are really comfortable with her because she is plain spoken. She doesn’t 
dress up her meetings with political correctness. She describes what she’s thinking and puts 
people at ease. She has no problem saying what she doesn’t know. That adds to the level of 
comfort people have [with her].” – Peer of nurse champion  
“If you have any question, regardless of rank or what you’re doing, he is happy to meet with 
you. He loves talking to people face-to-face. If he’s busy, he will ask if he can give you a call 
and he really will call you to talk. He’ll try to address your concerns and worries. He’s such a 
grounded person. People will call him [more formal name] but he will say, ‘Please don’t call me 
that. Call me [informal name].’ If we go to him and say, ‘So-and-so is giving us a hard time, this 
person is not cooperating.’ He’ll say, ‘Don’t worry. I’ll talk to them.’ And he does.” – Supervisee 






Quantitative results associated with intellectual stimulation are depicted in 
Figure 9. Of champions, 80% described themselves as people who were curious 
and asked a lot of questions. Colleagues were less likely to agree with these 
characteristics. However, colleagues were more likely to report that champions 
regularly sought out feedback from peers and leaders, with the difference 
between responses for seeking out peer feedback being statistically significant.  
 
Figure 9: Intellectual Stimulation: Associated Characteristics of Champions 
 
   
*Kruskal-Wallis test signifies statistical difference between champion and 




















CHAPTER 5: CHAMPION EMERGENCE 
5.1 Chapter Overview 
 
This chapter begins with findings related to how champions emerged 
during the implementation process. Next, ways in which champion emergence 
was facilitated or hindered by their environment are described. This chapter 
concludes with findings related to how champion-like characteristics, skills, and 
abilities were developed and supported. 
5.2 Established versus Emerging Champions 
 
Even though survey data revealed that 80% (n=24) champions stated they 
were in a formal leadership position, the details of these roles were explored 
during the interviews. Eleven champions were categorized as established and 19 
were categorized as emerging. Figure 10 depicts a flow chart of established 
versus emerging champions and their respective roles. 
 







Of the established champions, eight held some type of executive 
leadership position such as Chief Medical Officer or Chief Quality Officer, and 
three held a middle management position, such as a Director or Manager of 
Nursing or Quality. 
Of the 19 emerging champions, ten had been formally appointed to some 
type of role to oversee the respective quality intervention that was to be 
implemented (i.e., Quality Improvement Coordinator). Nine of these champions 
had no formal appointment when they initiated their respective intervention.  
5.3 The Course of the Established Champion 
 
As stated above, eleven of the thirty champions held formal executive 
leadership or senior level management positions, meaning that their duties 
encompassed activities outside of implementation activities, such as hiring, firing, 
supervising, budget oversight, etc. These champions fell into two sub-categories: 
1) clinicians who identified the intervention and had the authority to implement it 
within their institution 2) clinicians who were externally hired (that is brought in 
from the outside) specifically into a high-level leadership role to oversee the 
implementation of the intervention that had already been identified and selected 
by their institution. 
Among the established champions who identified the intervention and 
brought it to their institution, all of them had been in their institution for at least 
five years and had overseen many previous improvement projects. These 





identify the solution and create an environment that empowered their local teams 
to drive the day-to-day implementation activities. These champions gave several 
examples of how they provided supportive leadership and autonomy to their 
teams. They described how they would find and empower other champions to 
help drive their change efforts. They would give their teams the freedom to create 
the process for reaching the intended goal and believed these factors facilitated 
the successful adoption of the respective intervention. Illustrative quotes 
describing how champions facilitated supportive leadership and autonomy can be 
found in Table 26. 
 
Table 26: Established Champions; Leadership and Autonomy 
 
Champion Quotes 
“In general, I regard myself as someone who is quite open-minded and flexible. I have 
often a very clear end point in my mind, but I’m flexible about the path to get there. 
Whether it’s A, B, C or D, I draw these paths from the feedback I get. So long as we all get 
to the same place, I am quite adaptable to changing those tactics. I find that I personally 
am drawn to a leadership style that is more open, accessible, by consent and not by 
decree.” – Physician  
“As a leader, it’s important to recognize that you are human, and you have limitations. You 
have to ask questions to your team and find solutions together. Sometimes you don’t have 
a solution yourself. You need everyone else. If I’m not sure, I will ask the team what they 
think so we can come up together with something. I don’t come in as a savior and tell 
them what to do. I go there and make them think together with me. You lead with others; 
you don’t dictate to others what to do. You reduce the power hierarchy, by being there with 
them. You consult them and ask them what they think and encourage them to share.” – 
Physician  
“I shared with [my team] the purpose, the gaps, the evidence. There was buy-in and a 
willingness to work together. The most successful interventions are the ones where the 
people who will impacted by the intervention are part of the entire process, from design to 
sustainment. If they do not own it, they will not buy-in. I didn’t want it to be my project. I 
wanted everyone at the table so it would be theirs.” – Physician  
 
Among established champions who were hired externally, and were 





implementation of the intervention that had already been identified and selected 
by their institution, all stated they had previous experience overseeing 
improvement efforts. These champions relayed how they had to spend time 
developing trust among their teams before launching into implementation 
activities. Even though these champions had significant experience overseeing 
similar interventions in other institutions, that credibility did not automatically 
transfer into their new environment. They had to emerge into the implementation 
spectrum more slowly than the established champions presented above. 
Illustrative quotes from champions describing this process can be found below. 
 
“I was building a new relationship with each department every day. It was 
exhausting. I was always imposing myself on them to let me into their system 
and a lot of people were anxious about. I would go to the department meetings 
share about [the intervention] and explain what I was trying to do. It was a very 
fine balance between not pissing them and pissing them off enough that I 
made my point. I walked a fine line for a long time.” – Nurse  
“It’s a highly matrixed organization, so it’s easy to get lost in the maze. I took a 
very structured approach to engaging all stakeholders. I had to build my 
credibility with the team. I pulled together several meetings to understand 
where the gaps were, sharing my own experiences in doing this work before, 
articulating and helping them understand what I was wanting, and needing do 
learn from them. I had my bucket of my expertise, but I was also looking for 
ways to be collaborative. I kept my language and approach in that realm and 
made sure I connected with all levels of the team.” – Nurse  
 
Once that trust was built, the champions relayed similar approaches to 
facilitating a supportive atmosphere as a leader to promote autonomy as their 
teams implemented the intervention. Illustrative quotes can be found below 






“I fostered a sense of comradery with my team. I tried to keep it as horizontal 
as possible so we didn’t have artificial structures, like I’m the boss, you’re the 
front-line staff. We really developed a shared ownership of the work. I came 
with skills and a knowledge base, which was great, but I would find others and 
say, ‘You are going to be our expert, our resource for expertise in this area.’ I 
think everyone felt valued for what they could bring to the table. It’s also very 
normal for my team to come to me and say, ‘Did you see this or think about 
this?’ And I will say, ‘No, I completely missed that.’ And then I can reflect on 
what I can do differently to not miss it. I am genuinely curious, and I set a tone 
for my team to share things openly when something is working well.” – Nurse  
“I think the people I manage and support feel very supported in trying new 
things. I started [this intervention] less than a year ago and it’s bursting at the 
seams with people who want to be part of it. I could do it all myself or I could 
tell them to get together and break off into work groups and do it, have fun with 
it and then come back and tell me about it. And that’s what I choose to do. It’s 
not micromanaging. It’s genuinely being excited about what these people are 
doing.” – Nurse  
 
5.4 The Course of the Emerging Champion 
 
Emerging champion: Formal role 
As previously stated, ten of the nineteen emerging champions were 
appointed to a formal role to oversee the respective change initiative within their 
health setting that had been selected and approved by hospital leadership. 
These formal implementation roles were different than the established champion 
roles mentioned above because these roles only encompassed project-related 
quality improvement activities and processes related to the implementation itself. 
These specific emerging champions were interested in the current quality 
initiative and either volunteered or were asked to formally oversee the day-to-day 
implementation activities of the interventions. These champions cited a variety of 





stated that they were particularly passionate about the quality gap the 
intervention was trying to address, or that they had some specific advanced 
training in the specific clinical domain. Others stated that they were looking for a 
new opportunity to grow or expand themselves or their institutions, and a few 
simply said that it was handed to them due to other responsibilities they had 
already been carrying within their health setting. Illustrative quotes from 
champions describing their emergence can be found below.  
 
“As my health center was expanding quality, we had a quality department and 
positions came up for a QI team. I decided to give it try because I am very 
passionate about women and child’s health. I decided to apply for women’s 
health because I felt like I had information that I could share with the other 
providers and I felt like I could champion others in taking care of women.”  
– Physician 
“My master’s research was in specific areas of advanced care planning. Then I 
was invited to join a multi-disciplinary working group looking at how to best 
support patients who were dying as part of a regional initiative that the district 
had taken on and our hospital was a part of this. They were looking for 
someone to drive this project and I put my hand up and volunteered to do it.”  
– Nurse  
“I was the one responsible for child health in the hospital where I was working. 
The project started with improving under five mortality, so it was automatically 
situated in my ward and purview, so it automatically came into my lap. That is 
why I became the quality team leader on the multi-disciplinary team we were 
working on.” – Physician  
“I was ready for some new challenges and wanted an opportunity to grow. I 
saw this position as an opportunity to branch out of my comfort zone and try 
something new. I was starting to see behaviors in our [maternity] unit that if we 
could simply address them, it would benefit both the nurse, the team and the 
patient, so I decided to apply.” – Nurse  
“There was an article in the Wall Street Journal featured in the innovation part 
of the paper and they were featuring a similar program and I pointed it out to 
him and said that we should do something like that here. He took it to the 
senior administrator and medical director, and they approved it and asked if I 
wanted to oversee it.” – Nurse Practitioner  
“I was in the process of finishing my [nurse practitioner] program and was 





primary care nurse practitioner role here. At the same time, the person who 
was supposed to start the [intervention] left unexpectedly. I felt I was at a 
crossroads. I could become a primary care nurse practitioner, or I could take 
on this sort of new, cool initiative that I felt like was going to be very important 
for repositioning our health center’s approach and response to the opioid 
epidemic. I decided to apply to take over the program.” – Nurse Practitioner 
 
There was one emerging champion who had just been given a formal role 
in quality improvement after working on a smaller project with a more senior 
colleague to improve patient care. She had been working in her particular health 
setting for over one year, but this was her first multi-disciplinary improvement 
effort. She identified a quality gap to address, found an evidence-based solution, 
and brought it to her leadership for approval. When asked why she initiated this 
intervention, she explained that her main motive was related to her passion about 
improving maternal and newborn health.  
“The reason I took the [quality] job was to improve patient outcomes. I wanted 
to reduce maternal and infant mortality. My job was to figure out how to do that. 
Whether that was simply providing good care to a patient or providing 
structures and training. No one came to me and told me to do this, but the 
general charge was to make maternal health better. It felt incredibly natural.” 
– Nurse Practitioner 
 
Emerging champions: No formal role  
Emerging champions who were not in a formal role when they initiated 
their respective interventions (n=9) fell into two sub-categories: 1) champions 
providing direct patient care when an organizational change effort came down 
from senior leadership and they happened to strongly believe in it and promote it 





and decided to approach senior leadership and get permission to address it 
(bottom-up approach).  
 For the former category, these champions seemed to emerge on the 
implementation spectrum serendipitously. They possessed the characteristics 
listed above and when combined with an intervention they believed in, rose to the 
occasion of promoting adoption among their peers naturally. They heard about 
the intervention from senior leadership and instantly seeing the value of it. These 
champions began promoting the intervention among their peers and volunteering 
to be more involved with the implementation efforts and planning.  
“[The intervention] was presented as a patient safety initiative and it just made 
sense to me. I tend to be an overachiever, so if someone gives me a task, I will 
jump in. Plus, I could easily see the value in this work. This was not a fly-by 
thing. It was legit. We could see that it would save patients’ lives. At the time, I 
was just a staff nurse who worked regularly in the OR and had no formal role 
on the implementation team, but I would always encourage my team to get 
involved with the intervention.” – Nurse  
“[The intervention] was mandated from the top, but I’m really passionate about 
standardization. It really motivates me. I got involved because I wanted to 
make sure it made sense to everyone and not just me. I wanted to make sure 
the various aspects were developed by [the team]. I didn’t want it to just be my 
thing or another ‘new’ thing. I wanted them to feel it was going to make things 
easier for them and that it would improve things.” – Nurse  
  
These champions who emerged along the implementation spectrum after 
the intervention had already been approved and mandated from senior 
leadership explained that after expressing their interest in helping with the 
implementation activities, their senior leadership facilitated their involvement (and 
thus their champion emergence) by providing protected time to design and 





level of autonomy to determine the best course for implementation roll-out. 
Champions attributed their success to both the autonomy, support, and 
resources provided by their leadership.  
“Right at the beginning of this, leadership saw that I wanted to be more 
involved and that I was good at teaching and explaining, they then allowed me 
the time to do it. That was huge, because if I had just been told to keep in my 
room, do my cases, it would have been rough to showcase the skills they saw 
in me. When the program was beginning, they had a ton of webinars and my 
managers would make sure I had coverage in the [operating room] so I could 
go. I was beginning to represent my hospital on these state-wide things. 
Around this time, external people working for the program would come do site 
visits. I would be the one who led them around and interacted with them. I don’t 
know if I gave my leaders enough credit — I was a staff nurse and they let me 
do those things. This was before I had any formal leadership role.” – Nurse  
“My supervisor really respected me and asked if I would like to be involved with 
leading parts of this implementation. Once I had vetted parts of [the 
intervention] with multiple people, I took the final plan to my leadership and 
they thought it was great. I was really consistent with implementing this new 
behavior in my practice and encouraged others to do the same. After that, my 
supervisor continued to ask me to take on various projects like this and was 
really supportive of my efforts.” – Nurse  
“There was a general trust and little to worry about with me. I didn’t need to be 
watched closely. I had a lot of autonomy and freedom. That has worked really 
well for me. It’s allowed me to try things out and test the waters. It was great to 
have that space to learn these things and experiment and then report back to 
the larger team about what worked and didn’t work.” – Nurse Practitioner 
 
For emerging champions who fell into the latter category of seeing a 
quality gap at the bedside and approaching senior leadership for permission to 
address it, each one approached their leadership with data on the problem and a 
few ideas for a potential solution. Equipped with the personal characteristics 
described above that inspired trust from senior leaders, these champions also 
had leaders that promoted an autonomous, supportive environment that allowed 





“As I scanned the environment and listened, I saw [other clinicians] that were 
way overworked and I saw a way to reduce some of our efforts. So, I asked my 
boss if I could try this new thing and he said it was fine. And then I just kept 
suggesting or recommending things. Then after about 1.5 years, I just started 
doing things on my own without asking for permission because he knew he 
could trust me to lead these initiatives.” – Nurse Practitioner 
“Nobody really put me in charge, but it evolved over time as being more of my 
responsibility. I would say to my boss, ‘This is a problem. I think we should 
work on it.’ And she’d say, ‘Okay, do it.’ And I would say, ‘Do you need me to 
tell you every step?’ And she’d say, ‘No, just go ahead and tell me what’s going 
on. You’re doing great. Just go and fix it. Make it better.’  She cared more 
about the results instead of micromanaging me every step of the way. That 
support was so valuable, and then once I succeeded the first time, it just kept 
going and going.” – Nurse Practitioner 
 
 On the other hand, one of the emerging champions who saw a quality gap  
and wanted to address it described working for leaders who were not supportive.  
She said that her hospital was “too bureaucratic” and “interest in innovation was  
very low.” She revealed that it took six months to get approval to launch a small  
pilot intervention to address the growing gap she was seeing in a certain aspect  
of patient care. 
“[My] hospital is a very traditional system and sometimes it’s unnecessarily 
politicized. Decisions to support innovation are not made by merit, but if there 
is something in it for them. My leaders were trying to figure out why I was 
promoting this idea and why I wanted to make a difference. My institution 
doesn’t support innovation. It’s as simple as that. I’m one of the thousands of 
doctors in the hospital who has a solution, but those solutions are not 
recognized. The leaders just do not listen.” – Physician  
 
This specific champion had left the hospital where she had implemented 
her intervention at the time of our interview. She elaborated that she was in a 
much more supportive environment where she had the autonomy to address 





5.4 How Champion-Like Characteristics are Developed and Supported  
 
Leadership and/or quality improvement training 
Champions were asked during the interview about what had contributed to 
building and honing their skills to effect change. Nearly 80% of champions had 
some type of formal leadership and/or quality improvement training where they 
learned effective communication and team-building strategies, change 
management strategies, and implementation and improvement methodologies. 
Some of these champions received training in these areas on the job, specifically 
after they started overseeing their respective change initiative. Most possessed a 
natural curiosity and a propensity for furthering their education and developing 
their skills, and attributed this exposure to making them successful in overseeing 
their respective interventions.  
“I was a global health core fellow which had a really intentional leadership 
training. It was a time in my life where I was in the most diverse settings as far 
as ideas and experiences. There were folks from all over the world, coming 
together and thinking about global health and leadership broadly... It was a lot 
of reflection and they all came from different experiences and that was 
extremely influential and formative. As time went on, the folks that I’ve known 
from that fellowship have gone on to do incredible things and it inspires me to 
do better and to do more.” – Nurse Practitioner 
“Business school is where I learned a lot of [the change management 
strategies], by being surrounded by people who know that soft skills are 
important. Medical training was important to teach that the same way you 
empathize with your patients is how you should empathize with your 
colleagues.” – Physician  
“I took a course on leadership and management. I learned that when you are 
doing a project or doing a study, you really must analyze the prospects of 
success and one of those is making sure the people you are working with join 






 For champions who were not formally trained in leadership and/or quality 
improvement, some had had “on-the-job” training on a smaller improvement 
project prior to launching their respective intervention. They described learning a 
moderate amount of leadership and/or improvement methodology from someone 
else internally who had more experience than they did, and then applying what 
they learned to their current intervention.  
“I learned a lot from helping to implement a previous project. I saw their quality 
improvement plan and had to participate in the process and the audits. I 
learned a lot from this experience. I also have learned a lot from our medical 
director who has helped me with various aspects of this.” – Physician’s 
Assistant 
“Sometimes you just have to figure it out. You don’t have much choice. You 
have to figure out how to lead people. That probably molded me really early on 
in my career. I took off very quickly. There was someone in my role before me 
who was wonderful. She was well-respected. She was an excellent role model 
and I tried to emulate the things she had done in the past when I moved into 
this role.” – Nurse  
 
Attending External Events 
Champions emphasized the value of attending external events, trainings, 
or conferences to provide exposure to others who were doing similar things in 
their organizations. They commented on the ways in which these experiences 
allowed them to learn about new ideas, meet inspiring people, validate their own 
strengths and concerns, and develop strategies for making their own 
implementation plans more successful. 
“I have attended a lot of meetings, listened to a lot of people and I imbibed the 
things I wanted to imbibe. Before I started [the intervention], it seemed so 
difficult and time consuming. But then I attended a meeting in New York, and 





encouraged everybody at the meeting to be a part of it. It gave me a greater 
interest to actually start this effort and bring it to my hospital.” – Physician  
“I think I have learned a lot from participating in various events outside of my 
hospital. I have a lot of collaborations with physicians in North America — the 
U.S. and Canada. I have visited many hospitals and universities to learn from 
them and share what we are doing in Brazil.” – Nurse  
“I try to participate in a lot of conferences and personal development courses. 
You have things you’ve learned from visitors or if you have visited another 
place. I think I’ve been exposed enough to many things to show me [how to 
develop] the many different attributes that I’m talking about.” – Physician  
 
Support from External Organizations 
The other small handful of champions who had not had any formal 
leadership and/or improvement training prior to starting their role explained they 
had external support from an organization that was partnering with their 
institution to implement the intervention. For example, some hospitals had an 
agreement with a healthcare improvement and/or implementation group that was 
providing technical guidance as they implemented an intervention which was also 
being implemented in other institutions across the world as a larger improvement 
project.  
“I had major support from [external group] who provided regular coaching calls 
to help us trouble shoot problems and walk us through the various aspects of 
implementation.” – Nurse  
“I had never done anything like this before [implemented an intervention]. 
That’s the nice part of having this be implemented at previously at another site 
before. [External organization] had learned a lot of lessons and were helping 
guide us through the process from their learnings through regular check-ins 
and webinars.” – Physician  
“We had learning sessions every quarter with [external group]. I attended these 
learning sessions to learn about basic quality improvement tools, concepts, 
and ideologies, and to build our capacity to understand what all these things 
were about. We learned how to use data, run charts and improvement charts. 







Champions articulated that they built and honed their skills for leading and 
implementing improvement projects through spending time with mentors. A few 
champions highlighted the value of having internal mentors, like supervisors, who 
intentionally helped them problem-solve and brainstorm when they felt like they 
were not sure what to do next to move the intervention forward. 
“The medical director is very supportive. We discuss so many things with him. 
He helps us think through things and correct our mistakes.” – Physician’s 
Assistant 
“Early on in my career, I had a supervisor who was incredible. What was 
incredible about her was her ability to observe and provide feedback. I was a 
young manager and she told me something about myself that I wasn’t aware 
of. I listened to it and I thought about it a lot. Then subsequently, I watched out 
for that behavior in myself. I realized that what she had reflected back to me 
was absolutely true.” – Nurse  
 
Although some champions had internal mentors, the majority did not 
mention they received support from internal mentors. Most champions had 
mentors outside of their institution, and even more so, mentors outside of the 
healthcare industry who were most influential to them. They described how 
sharing ideas and learning from diverse disciplines gave them greater insight into 
how to be more effective in their healthcare setting.  
“When I was appointed as chair, we have a mentorship scheme where we are 
paired with individuals outside our own health system. We have a sister 
university in the States that we work closely with. I was paired with this other 
chair at another hospital in [state]. He was a great surgical leader. I visited his 
institution. He made changes that were very palpable that I could see in my 
visit in the place where he worked and with the people he worked with. During 
this time, over 18 months, we had monthly Zoom calls and I visited him for a 
couple of weeks to shadow him and he came to visit me. I had a great 





“My mentor has been largely influential in my life. He does strategic advising 
for companies and has always modeled being a person-centered leader. One 
of the most memorable things was when he had to downsize his company and 
fire a third of his employees. It was so hard on him and he was not right for a 
year after that. I grew up around people who modeled those behaviors more 
than it was modeled within medicine.” – Physician  
“I have a network of ambitious women that I meet with regularly, specifically in 
innovation and tech. I intentionally tried to break out of the medical space and 
sought out women in other industries that are my same age, ambitious, and 
building their own businesses that I can learn from.” – Physician  
“I have several mentors outside of my organization and I would meet up with 
them and share stories, especially when I didn’t know what to do or if I thought 
I was doing the wrong thing. There was an ongoing openness. I am not the 
most open, especially when considering my blind spots, but I try really hard to 
see them and I want the people I trust and respect to help me see them.”         
– Nurse Practitioner  
“One of the leaders on the board of trustees was someone I touched base with 
when I ran into trouble or didn’t understand what the next step was. He had no 
knowledge of the medical field. He would give practical advice on what he 
would do in business. He would tell me what worked for him in a different 
setting that we could try to adapt for our setting. I would try to touch base with 
people I trusted. Not necessarily with people with more knowledge in my field, 
but with different areas and perspectives of knowledge.” – Physician  
 
Personal friends and partners 
Many champions explained that their skills were built, developed, and 
encouraged by close friends and/or partners while implementing their respective 
interventions. They believed these people contributed to their success by giving 
them ideas, helping them see things they could not see, and encouraging them 
when they felt discouraged by the implementation process.  
“If someone asked me what are the things that are important if you are going to 
take a change journey that could be quite challenging, I would tell them that it’s 
important to have a small group of people that you trust. People that you can 
bounce ideas off of, listen to and if they are convinced and on your side, then 
they become a source of counsel and comfort when things get tough. It’s 
helpful to have a group of friends that share the vision you have, the things you 





are useful for that social resource.” – Physician  
“My [personal] partner was a great support. He thinks of things in a different 
way than me and has helped me become so much stronger professionally by 
helping me process things in different ways. He would encourage me and 
remind that this was the right thing to do. He would remind me why we were 







CHAPTER 6: DISCUSSION 
 
6.1 Chapter Overview 
This chapter begins with a presentation of key findings in the context of 
the broader literature to discuss the implications of the results and generate 
recommendations for health policymakers and senior leaders of healthcare 
organizations. Next, the strengths and limitations are presented, followed by the 
conclusion. 
6.2 Identifying and Characterizing Healthcare Champions 
   
One of the main objectives of this dissertation was to identify and group 
the characteristics of champions who have successfully promoted adoption of 
new initiatives within the healthcare delivery system. This goal was created 
considering the large body of evidence supporting the notion that champions are 
a critical factor in successful implementation of quality improvement initiatives 
within the healthcare sector — and yet, a lack of clarity remained on how to 
identify and develop champions — both of which are needed to facilitate 
champion growth efficiently and effectively. Furthermore, only frameworks have 
been used to describe the champion construct by specifying types of external 
determinants and individual determinants that act as facilitators or barriers that 
influence implementation outcomes. To our knowledge, no theoretical 
underpinning has been identified to promote understanding of the growth and 
development of champions as individuals, limiting the ability to understand how 





Findings from this study demonstrate that Transformational Leadership 
Theory and its associated tools and frameworks can be applied to identifying, 
grouping, and developing healthcare champions. This finding is particularly 
useful because leadership is continuously identified as a critical factor in 
implementation efforts; however, this finding has only been applied to 
organizational leadership, and has not yet been applied to champions. 
Few implementation science studies overall have been grounded in 
leadership theory, making it difficult to ascertain how to develop and enhance 
individuals who are leading implementation efforts. In one study conducted by 
Aarons et al., transformational and transactional leadership theory inspired the 
creation of a scale for studying what implementation-specific form of leadership 
facilitated the implementation of evidence-based practice42,43; however, it was 
geared towards assessing unit-level leadership and not towards identifying 
champions. Additionally, Richter et al., developed an intervention called iLead — 
a program grounded in transformational leadership designed to train healthcare 
managers’ in implementation leadership44; however, this program also was only 
applied to unit-level managers and not champions.  
 Findings from this study suggest that the behaviors, characteristics, and 
activities of champions are distinct from those of traditional manager roles. This 
highlights an important distinction — champions may not be identified or 
enhanced by organizational leadership if they do not exhibit typical managerial 





leadership can develop and promote champions who may not be interested or 
skilled in management positions.  
Lastly, prior to this study, it was not clear how to identify and foster 
champions in order to promote new initiatives within healthcare. Now that 
findings suggest that transformational leadership theory — its frameworks and 
associated tools — can be used to identify and grow champions, there is a clear 
path forward with a solid theoretical underpinning to create more of these 
individuals within healthcare to facilitate adoption of evidence-based 
interventions more efficiently and effectively. Further research on the 
development of champions using this method should be conducted to confirm 
this. 
6.3 Key Characteristics of Champions  
 
Champions have been described in the literature as possessing key 
characteristics that enable them to successfully motivate others to adopt new 
innovations and behaviors in healthcare. A full list of these characteristics can be 
found in Chapter 2, Table 1. In summary, the champion has been defined as an 
implementation-related role filled by people who: 1) are internal to the 
organization; 2) have an intrinsic interest and commitment to implementing a 
change; 3) work tirelessly to drive the implementation forward, even if their efforts 
receive no formal recognition or compensation; 4) are enthusiastic, dynamic, 
energetic, personable, and persistent; and 5) have strength of conviction5.  





characteristics that have been widely identified in the literature. These 
characteristics were identified via survey and in-depth interview responses by 
both the champions themselves and their colleagues. Findings from both the 
surveys and the interviews with colleagues who comprised of peers, direct 
reports, and supervisors of champions were highly correlated with the findings 
from champions themselves, demonstrating that champions seem to be 
consistent in their attitudes and behaviors towards others regardless of their rank 
within the organization.  
In addition to similarities with other published studies, our results identified 
champion characteristics and behaviors that have been underrepresented in the 
literature, such as: 1) shyness, 2) empathy, 3) curiosity, 4) often suggesting 
improvements within their organization, 5) being physically present, available, 
and approachable, and 6) often soliciting feedback from others. As mentioned in 
Chapter 3, our data collection instruments were designed to assess 
characteristics that had been observed and experienced by clinicians in the field 
but had not yet been identified in the published literature. These newly-identified 
characteristics of champions fit nicely within traits associated with 
transformational leadership theory, with the exception of shyness. Shyness is a 
personality trait that was identified only by champions on the survey (no 
colleagues identified champions this way and this finding was not explored 
qualitatively). This finding is notable because the champion literature typically 





build relationships with others — the key word being “easily.” Therefore, 
someone who presents or self-reports as being “shy” could be discounted from 
being identified as a champion as they may find making social connections and 
building relationships with others more challenging than someone who is more 
outgoing. These individuals should not be discounted. This finding illustrates that 
shy people possess other qualities and skills that compensate for their perceived 
“shyness”, enabling them to effect change just as successfully as someone who 
presents or is identified as being extroverted or outgoing. 
6.4 Champion Characteristics: Self Reports Versus Colleague Reports 
 
Even though champions and colleagues tended to have high agreement 
when describing the champions’ characteristics, champions scored themselves 
lower than colleagues on almost every characteristic.  
A large body of evidence over the past few decades demonstrates that 
self-ratings on performance evaluations most likely tend to be inflated45–48 which 
led to organizations initiating 360 evaluations, or evaluations conducted on one 
person by several others in the organization. In the case of being evaluated by 
others, several studies have shown that colleague ratings of performance were 
highest for people who underrate themselves49,50. Furthermore, leaders who 
underrate themselves are perceived as being more effective leaders than leaders 
who tend to see themselves accurately and much more so than leaders who 
overrate themselves49. The underlying notion behind this finding is that when 





arrogance and/or lack of self-awareness, which have been shown to be 
detrimental to leadership effectiveness overall49,51. Even though it would be 
expected that accurate raters would have the highest levels of self-awareness, a 
study revealed that leaders who underrated themselves were actually perceived 
by others as having higher levels of self-awareness49.  
The results presented above have already demonstrated that champions 
possess high levels of self-awareness, but under-rating themselves could also be 
interpreted as champions being humble or modest, further contributing to their 
success at effecting change in their settings overall. It is also important to note 
that even if champions underrated themselves on perceived negative behaviors 
such as feeling easily frustrated, not being supportive of others, or failing to 
communicate well, they were not perceived in those ways by their colleagues. 
The findings demonstrate that champions were able to present supportive 
attitudes and behaviors outwardly to a degree that ultimately motivated their 
colleagues to adopt the intervention they were implementing. 
6.5 Champion Emergence, Growth, and Development  
 
Champion emergence during the implementation process was a key area 
of focus for this study. Although previous research has demonstrated that 
champion emergence could be described as formal or informal, this study sought 
to explore this topic more deeply to understand specifically how and why 
champions felt empowered to begin overseeing a new intervention.  





came from 1) position and prior experience overseeing a large-scale multi-
disciplinary intervention (established champions) or 2) an environment with 
supportive leadership and high levels of autonomy which facilitated new 
emergence of individuals who had no prior experience overseeing 
implementation of an intervention (emerging champions).  
Our results showed that one-third of champions could be described as 
established — meaning they had overseen at least one — and in most cases, 
many — large-scale, multi-disciplinary interventions. Established champions 
were in senior leadership positions within the organization and either 1) had the 
authority and autonomy to identify the intervention and approve its 
implementation within their health setting, or 2) were brought into the 
organization at a senior level to oversee an already approved intervention. In this 
case, it was not helpful to use the champion types previously identified in the 
literature, as established champions embody a combination of formal and 
informal qualities — meaning, these champions were formally appointed by their 
institution to oversee the change, and may also have sought out the intervention 
from an external source or event and introduced it to their institution. 
Data collected by colleagues of established champions demonstrated that 
these champions were unique compared to other senior leaders within their 
institutions. These champions defied the traditional hierarchy in healthcare 
organizations by being inclusive of all individuals regardless of their rank within 





authentic feedback among their direct reports and colleagues — which aligns 
with the behaviors and approaches of transformational leaders. 
The remaining two-thirds of champions were classified as emerging, 
regardless of whether they held a formal or informal designation to lead the 
change. This group described feeling confident to begin overseeing 
implementation of a new intervention due largely to the support they received 
and the autonomy they were given from their immediate supervisors and/or the 
senior leadership of the organization. This mirrors extensive research regarding 
the climate that either supports or squashes innovators in not only the healthcare 
industry, but other industries more broadly.  
In addition to underscoring the role of a supportive environment, findings 
from this study highlight the relationship between having advanced training and 
experience in leadership, implementation science, and/or quality improvement 
and the overall success in initiating, advancing, and/or overseeing change 
efforts. It is not clear from this study whether champions were successful 
because of their advanced training—this remains an open question. It is 
important to note that a few champions did not have advanced training and were 
still successful in implementing change efforts. However, many champions cited 
that their advanced training was extremely important in helping them design and 
execute change strategies. This advanced training may also have given them 
additional credibility among their peers and leaders.  





improvement methodologies or implementation science stated that they gained 
these skills by working alongside others who had more experience than they did 
in executing change, as well as participating in other quality improvement efforts 
taking place locally within their hospital. This finding demonstrates the value of 
advocating for and encouraging individuals who exhibit champion-like 
characteristics to participate in local quality improvement efforts in order to 
facilitate their ability to continue building their skills in understanding 
improvement methodology and executing change management, particularly if 
formal training is not feasible.  
Champions also highlighted the value of attending external events, such 
as conferences and other professional networking events. Even though the fees 
of such activities can be high, these findings indicate that resources should be 
allocated to facilitate champion participation in these events, particularly for those 
who are considered emerging champions. These findings support a study by 
Rowe published in 2019 which concluded that despite the high costs of attending 
conferences, efforts should be made to make this practice a sustainable 
educational activity for individuals, particularly in terms of fiscal and knowledge 
economies52.  
There seems to be high value in linking champions with mentors, 
particularly external mentors, to facilitate continuous growth and innovation. The 
value of mentorship among healthcare professionals is well-substantiated in the 





distinct in demonstrating the value of external mentors, particularly those in 
industries outside of healthcare, in facilitating growth, support and inspiration 
among champions. 
Lastly, champions cited the importance of having the support of their 
personal partners, family, and/or friends while leading their colleagues through a 
large-scale change. This alludes to the emotional and psychological toll that 
leading others through change may have on champions. Recommendations on 
how to facilitate ongoing refreshment and rejuvenation for champions can be 
found in Chapter 8. 
6.6 Study Strengths and Limitations 
 
The strengths of this study include: 1) data collection from both champions 
and colleagues; 2) use of mixed methods and multiple forms of data on specific 
questions, which allowed triangulation of key findings to improve reliability; 3) 
incorporation of a diversity of settings, types of interventions, and populations of 
the champions; and 4) use of the transformational leadership theory framework 
as an analytic approach.  
Only one study was found in the literature review which showed that 
technology champions exhibit transformational leadership characteristics and 
behaviors more frequently than non-champions6. This same study also found that 
the promotion of new innovations within technology can be empirically linked to 
transformational leadership behaviors6. Findings from this study demonstrate a 





theory. Prior to this study, this link has been under-represented in the 
implementation science literature among champions promoting new evidence-
based interventions within healthcare. This finding is substantial because 
methods for identifying, growing, and developing transformational leaders are 
well-established in the literature and can immediately be applied to growing and 
developing more champions to facilitate the adoption of evidence-based 
interventions in healthcare.  
Another strength of this study is that champions and their colleagues 
represented a diverse sample of gender, age, clinical specialty, and region of the 
world strengthening the generalizability of these findings. While data from 
champions themselves may have been subject to self-report bias, their 
responses were corroborated by colleagues via surveys and interviews, 
strengthening the internal validity of the findings.  
This is one of few studies within the implementation science literature 
which explored the emergence of champions along the implementation spectrum, 
as well as how these champions are strengthened and supported throughout 
intervention implementation. A range of champions were explored, including 
those who had overseen multiple quality improvement initiatives and those who 
had only overseen one. Themes from both types of champions yielded fresh 
insight into the organizational environment which produces and enhances 
champion emergence and sustainment.  





recommended colleagues to participate in the study and may have only referred 
those who would speak positively of their characteristics. However, the purpose 
of this study was to explore what champions did to drive change and only those 
who had overseen a multi-disciplinary intervention within their health setting were 
included. Champions had already achieved some definition of success by the 
very nature of the inclusion criteria, and the study was designed to explore why 
they were effective; therefore, only pro-social behaviors were being examined. If 
the study had been designed to answer a different research question, such as 
why an intervention failed or why it was not sustained, a more representative 
sample would have been necessary to mitigate bias.  
Another limitation of this study is that the survey tool used to assess 
champion characteristics was not a validated instrument. However, using 
Cronbach’s alpha, the champion survey instrument exhibited acceptable 
reliability at 0.82, while the instrument administered to colleagues did not exhibit 
acceptable reliability, with an alpha of 0.51. Given our findings that champion-like 
characteristics can be assessed using the transformational leadership 
framework, The Multifactor Leadership Questionnaire™ is a validated tool that 
can be used in the future to identify and assess healthcare champions.  
Another limitation of this study is that champion emergence, growth, and 
support was only explored through the lens of the champions. Further research 
should be conducted to explore the growth and support of champions from the 







Champions exhibit the same characteristics as transformational leaders; 
therefore, transformational leadership theory — its frameworks and associated 
tools — can be used to identify and facilitate champion growth. Now that data 
demonstrate a solid theoretical underpinning, there is a clear path forward to 
encourage the development of more of these individuals within healthcare. 
Additionally, champions may be able to reliably self-report some champion-like 
characteristics, but their colleagues are more likely to reliably identify the 
characteristics and behaviors that make champions effective at facilitating 
adoption of evidence-based interventions.  
For emerging champions who volunteered to take a major role in a 
leadership-supported initiative or approached leadership with an idea to address 
a quality gap, leadership support was critical. Leadership support took many 
forms with allowing autonomy and supporting time to design and oversee 
implementation activities being the most important. Moreover, the characteristics 
and skills of champions can be cultivated through formal leadership and quality 
improvement training, attending external events with other healthcare innovators 
and champions, and being paired with mentors. The willful and spontaneous 
emergence of the champions and the attitude of leadership towards facilitating 







CHAPTER 7: RECOMMENDATIONS  
7.1 Chapter Overview 
 
This chapter begins with high-level recommendations for healthcare 
organizations to foster the development of healthcare champions to promote 
adoption of evidence-based interventions. Next, each recommendation is 
described in more detail and is supplemented with links and further resources, as 
applicable. This chapter concludes with a plan for broad-scale dissemination of 
findings to reach maximum penetration of all relevant stakeholders.   
7.2 High-Level Recommendations  
Table 27 describes each recommendation and the target audience to 







Table 27: Recommendations and Target Audience 
 
National, state, local level – Policy makers 
1 
Public health policymakers should create and sustain policies that enable 
public health organizations to identify and develop champions. 
Organizational level – Senior leaders 
2 
Transformational Leadership Theory (and its associated tools and 
frameworks) should be used to identify and grow champions. 
3 
Champions should be identified via self-report, but also via supervisors and 
colleagues. 
4 
Champions should be supported and developed by taking formal 
leadership and/or QI methodology training classes, attending external 
events, being paired with mentors, and being encouraged to take time off. 
5 
Senior leadership of organizations should create environments for 
emerging champions that provide high levels of support and autonomy to 
facilitate growth and retention. 
Individual level – Champions 
6 
Champions who are externally hired into organizations to oversee change 
efforts should take time to understand the context, conduct stakeholder 
analyses, facilitate priority-setting exercises, and create structured and 
unstructured times for multi-disciplinary relationships to be cultivated.  
7 
Established champions should identify and hone the skills of emerging 
champions. 
 
Recommendation 1: Public health policy makers should create and 
sustain policies that enable public health organizations to identify and develop 
champions using an evidence-informed strategies and frameworks. To facilitate 
broad uptake of evidence-based interventions in healthcare, policymakers should 
support public and private efforts to invest in champion growth and development 
through collaboration with medical, nursing, and other healthcare licensing and 
accreditation associations using the State-Level Policy Development framework 





development of leaders in education and identifies the levers and processes that 
should be considered for making policies and monitoring their progress over 
time55.  
Figure 11: State-Level Policy Development Framework 
 
 
Source: Consortium for Policy Research in Education, National Association of 
State Boards of Education, 2017. 
 
The first piece of this involves establishing sound leadership standards 
that are then operationalized through creating organizational supports that 
facilitate leadership development in champions (the left side of the framework), 
as well as creating individual supports that build capacity in champions (the right 
side of the framework). Data should be collected and analyzed continuously to 





indicators such as improvements in clinical processes, outcomes, and services. 
Operational supports facilitate champion development through 
establishing a pathway for healthcare institutions to support educational 
programs that would provide individuals with the skills and abilities to lead others 
through large-scale, multi-disciplinary change efforts. Operational supports also 
fostering organizational partnerships and sponsorships to mobilize and share 
resources for champion development.  
Individual supports are distinct from organizational supports as they 
provide services to build capacity directly to the champions themselves. These 
efforts include recruiting and retaining champions within healthcare. This includes 
directly allocating resources to facilitate their professional growth and 
development and consistently evaluating their performance to drive continuous 
improvement.  
While medical, nursing, and other healthcare regulatory bodies may vary 
across states and have various degrees of authority when setting policy, each 
has the ability to convene, question, and influence policymakers as they set the 
healthcare leadership and education agenda. By using the State-Level Policy 
Development framework as a guide, stakeholders can assess each area and 
create a roadmap for how and where to target efforts and mobilize resources.  
Recommendation 2: Transformational Leadership Theory (and its 
associated tools and frameworks) should be used to identify and grow 





style which stimulates and inspires followers to both achieve extraordinary 
outcomes and, in the process, develops their own personal commitment, effort 
and performance within an organization39. Champions possess and manifest 
transformational leadership behaviors and approaches such as:  
• The ability to articulate an appealing vision that inspires and motivates 
others to perform beyond expectations and reject the status quo 
• The ability to see and attend to each person’s needs through the 
implementation of a new initiative by serving as a mentor, a coach, or a 
guide 
• The ability to model high standards of character, competence, and ethical 
behavior for others 
• The ability to understand elements and events of a physical environment 
and their present and future meanings (situational awareness) 
• The ability to stimulate others to challenge assumptions, take risks, give 
and receive feedback from others 
Furthermore, champions can be identified by the way they interact with 
colleagues, supervisors, patients, and peers because they possess the following 
characteristics:  
• Intrinsic motivation 
• Persistence/resilience 
• Optimism 







Champions are often described by their colleagues as being physically 
present, available, and approachable. They are not the type of people who stay 
inside their office or away from the lines of service delivery. They lead alongside 
their teams and engage others in problem-solving and continuous improvement. 
They are extremely team-centered and find satisfaction in surrounding 
themselves by people with diverse ideas.  
Champions can be identified using the Multifactor Leadership 
Questionnaire™, a validated survey tool assessing a range of leadership styles 
and outcomes. This survey is designed as a multi-rater or 360-evaluation tool. 
Individuals provide their self-assessment of traits and leadership approaches, 
and then it is compared to an assessment provided by supervisors, peers, and 
colleagues.  
Recommendation 3: Champions should be identified via self-report, but 
also via supervisors and colleagues. Champions can be identified using the 
Multifactor Leadership Questionnaire™, which utilizes a multi-rating system for 
comparisons between champions’ self-assessment and assessments of their 
characteristics and approaches by the people around them.  
If using the Multifactor Leadership Questionnaire™ is not feasible and/or 
desirable, healthcare leadership can identify champions via self-report from the 





under-rate themselves when it comes to characteristics and approaches that 
make them effective at driving change. Thus, it is important to rely to some 
degree on the perceptions and reports from those who work closely with the 
champions during service delivery. This is especially important as these various 
stakeholders are generally the most critical when adopting and sustaining a new 
evidence-based practice on the frontlines of care. See the behaviors, 
approaches, and characteristics mentioned under Recommendation 1 when 
talking with potential champions and their colleagues to identify an appropriate  
person to oversee a new change effort.  
Recommendation 4: Champions should be supported and developed by 
taking formal leadership and QI methodology training classes, attending external 
events, being paired with mentors, and being encouraged to take time off. It is 
important for organizations to invest in the growth and development of 
champions, not only to enhance their skills and abilities, but also to preserve their 
own mental health and vitality. Growing champions’ skills and abilities and 
preserving their mental health and vitality are critical factors that contribute to the 
champions’ ability to innovate and drive adoption of evidence-based 
interventions. Formal leadership and quality improvement methodology classes 
provide important lessons in leading others through change effectively. Both offer 
strong theoretical underpinnings paired with practical ideas to build consensus, 
leverage data effectively, mobilize resources, overcome stakeholder resistance, 





intuition that enable them to demonstrate these skills at baseline; however, 
formal training will only augment these skills and lay a stronger foundation for 
guiding others through change.  Furthermore, champions can benefit from 
attending external events, such as conferences and workshops, as they often 
promote innovation by exposing the champion to other people who are asking 
pertinent questions and creatively developing solutions. Many champions have 
attended events like these and identified a way to solve a problem back in their 
own healthcare setting. By engaging with others who are doing similar work, the 
champion’s courage to try new things and overcome internal and external 
barriers can be bolstered.  
In addition, champions should be paired with internal and external mentors 
who can provide wisdom, comfort, and support as they lead others through 
change. Champions often feel isolated in their work, and due to their optimism 
and empathy, they may not share these feelings with the people they are working 
with to drive change. It is important for champions to find solace in other 
individuals, personally or professionally, with whom they can share their 
challenges and/or frustrations. This can also be achieved by encouraging 
champions to take time off. Often champions are so committed to the intervention 
they are implementing, particularly at the onset, that it can feel difficult for them to 
take time away from the health setting for fear that the intervention activities will 
not be sustained. Supervisors of champions can promote the mental health and 





intervention efforts while champions take time away from their health settings to 
recharge.  
Recommendation 5: Senior leadership of organizations should create 
environments for emerging champions that provide high levels of support and 
autonomy to facilitate growth and retention. Senior leaders of organizations who 
are starting new initiatives should devote time and resources to not only 
identifying the right person to champion their change effort, but by honing the 
skills of this person so they will be successful. Senior leaders can do this by 
following the preceding recommendations for identifying the right champion, both 
through the champions’ self-reported assessment, but also the assessment of 
the champion by their colleagues. It is important for senior leaders to recognize 
that individuals who are equipped to lead others through change may not look 
like traditional leaders in healthcare. They are often less visible and may not be 
skilled or interested in managerial functions.  
Once these champions are identified, it is important to provide high levels 
of support and autonomy to facilitate their success. Senior leaders should give 
champions protected time to design and execute implementation activities, as 
well as participate in shared learning platforms within their networks, like national 
or state quality improvement collaboratives. Senior leaders should empower 
these champions by backing them up when other employees are resistant to the 
new change.  Additionally, senior leaders should allow champions to be a face 





nature is a trusted liaison between organizational leadership and people who are 
closer to direct service provision.  
Recommendation 6: Champions who are externally hired into 
organizations to oversee change efforts should take time to understand the 
context, conduct stakeholder analyses, facilitate priority-setting exercises, and 
create structured and unstructured times for multi-disciplinary relationships to be 
cultivated. The main key to a champion’s success is the trust they gain from their 
peers through intentional and sincere relationship-building. Therefore, if a 
champion is brought in from the outside to oversee the implementation of quality 
improvement efforts, they must work to develop the trust-based foundation for 
change that is necessary to facilitate the adoption and sustainment of evidence-
based initiatives.  
To lay this foundation for change, champions should take time to 
understand the context of the organization by interacting with various 
stakeholders at all levels of the organizational structure. Champions should 
explore how stakeholders’ roles contribute to the overall mission of the 
organization, as well as how they contribute to the desired change effort that is to 
take place. Champions may want to facilitate priority-setting exercises with 
stakeholders to understand what implementation activities are feasible and 
attainable as teams move along the implementation pathway. Additionally, new 
champions to organizations should take the time to invest in the people who will 





activities, as well as those who will be expected to perform the desired behaviors 
required by the intervention itself. Champions can do this by creating structured 
times (i.e., meetings, townhalls) or unstructured times (i.e., lunches, suggestion 
boards) to create an open space to share about the goals of the intervention and 
receive feedback on anticipated challenges that may arise.  
Recommendation 7: Established champions should identify and hone the 
skills of emerging champions. Typically, established champions (those who have 
overseen the successful implementation of many evidence-based interventions) 
are the best judges of who an emerging champion may be. Because these 
established champions possess the same characteristics, they often have the 
ability to recognize them in emerging champions and can therefore mentor them 
as they begin to lead others through change.  
Emerging champions may not have formal leadership and/or quality 
improvement methodology training; however, there is value in providing on-the-
job training and mentoring to champions by established champions who have 
more formal training and/or experience in these skills and methods.   
7.3 Dissemination Plan 
 
It is the lead investigator’s goal to disseminate these findings using a 
broad array of methods to ensure maximum penetration to the various 
stakeholders who could benefit from identifying and growing champions to 
promote adoption of evidence-based interventions. Table 28 outlines the various 





for the respective method. 
 
Table 28: Dissemination Methods 
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Appendix 1: Champion Semi-Structured Interview Guide 
 
1. Can you tell me about the multi-disciplinary, evidence-based intervention that 
you implemented within your healthcare setting? 
2. During this implementation, what role were you in? 
a. Probe: How long had you been in that role before you started this 
initiative? How long had you been at the healthcare setting overall? 
3.  How did you become involved in this implementation effort? 
a. Probe: Were you assigned to oversee the implementation? 
4. What was your role in this implementation effort? 
a. Probes: What types of things did you do? Why did you do them? Had 
you participated in something like this before? How did you learn that 
these activities were important? 
5. Before you took on this effort, how would you describe your relationship with 
your peers?  
a. Probes: Your leaders? Did this relationship change as you took on this 
role?  
6. How were you supported in this effort? 
a. Probe: Were there certain people who provided more or less support? 







7. What do you think made this implementation successful? 
a. Probe: What role did you play in making it successful? What role did 
others play in making this effort successful? 
8. What types of characteristics do you have that helped you make this 
implementation successful? 
9. How have these characteristics been developed in you over time?  
a. Probe: Who has helped develop them? How have they developed 
them? 










Appendix 2: Colleague Semi-Structured Interview Guide 
 
1. Can you tell me about the multi-disciplinary, evidence-based intervention 
that you were involved in or witness being implemented within your 
healthcare setting? 
2. During this implementation, what role were you in? 
a. Probe: How long had you been in that role? 
3. What role did (insert name of champion) play? 
a. Probes: What types of things did they do? Had they participated in 
something like this before? What was their relationship like with 
their peers? Their leaders? 
4. How were (insert champion name) supported in this effort? 
a. Probe: Were there certain people who provided more or less 
support? What was most critical in terms of supporting this effort? 
5. How was (insert champion name) perceived by their peers? 
6. How was (insert champion name) perceived by their leaders? 
7. What do you think made this implementation successful? 
a. Probe: What role did (insert champion name) play in making it 
successful?  
8. Is there anything else you’d like to share? 
9. What types of things could (insert champion name) have done to make the 
implementation more successful? 





Appendix 3: Qualitative Codebook 
 
 
Parent Code: Emergence  
Child codes:  
Formal change position – signifies when interviewee stated they were appointed 
to a formal position to lead the change effort 
Informal change position – signifies when interviewee stated they were not 
appointed to a formal position to lead the change effort, but rather took it on more 
informally 
Voluntary – signifies when interviewee voluntarily took on change effort 
Involuntary – signifies when interviewee was told to take on the change effort 
 
Parent Code: Innovation 
Child codes:  
Sought approval – signifies when interviewee had to ask permission to start 
change effort 
Approval already granted – signifies when leadership or institution had already 
approved change effort when interviewee began leading the change effort 
Did not seek initial approval – signifies when interviewee started change effort 






Parent Code: Training 
Child codes:  
Formal QI training – signifies when interviewee stated they had participated in 
formal quality improvement training 
Formal leadership training – signifies when interviewee stated they had 
participated in formal leadership training (i.e., advanced degree, online 
leadership courses) 
No formal QI training – signifies when interviewee stated they had not 
participated in any formal quality improvement training 
No formal leadership training – signifies when interviewee stated they had not 
participated in any type of formal leadership training (i.e., advanced degree, 
online leadership courses) 
 
Parent Code: Champion Support/Skills Building 
Child codes:  
Internal peers – signifies when interviewee describes learning and growing from 
peers within their organization 
External peers – signifies when interviewee describes learning and growing from 
peers outside of their organization 
Internal mentors – signifies when interviewee describes learning and growing 





External mentors – signifies when interviewee describes learning and growing 
from mentors outside their organization 
Partners – signifies when interviewee describes learning and growing from 
personal partners (i.e., spouse, girlfriend/boyfriend) 
Friends – signifies when interviewee describes learning and growing from 
personal friends  
Reading – signifies when interviewee describes learning and growing from 
reading books and other types of literature 
Attending external events – signifies when interviewee describes learning and 
growing by attending events outside their organization 
 
Parent Code: Context 
Child codes:  
Learning culture – signifies when interviewee describes creating and/or working 
in an environment that welcomed feedback, taking risks, and voicing concerns 
openly to leadership 
Punitive culture – signifies when interviewee describes working in an 
environment that did not support giving and receiving feedback, taking risks, 
and/or voicing concerns openly to leadership 
Micromanaged – signifies when interviewee describes working for a supervisor 





Autonomous – signifies when interviewee describes working for a supervisor who 
promotes self-regulation, self-initiation and is not overly involved in daily tasks 
Culture of innovation – signifies when interviewee describes working in an 
environment that promotes trying new ideas and/or activities that may lead to 
improvement 
Supportive leadership – signifies when interviewee describes having leaders who 
promoted, encouraged, and/or helped them as they oversaw the change effort 
External support – signifies when interviewee describes having an individual 
and/or entity who provided encouragement and/or help to them as they oversaw 
the change effort 
Not a culture of innovation – signifies when interviewee describes not working in 
an environment that promoted trying new ideas and/or activities that may lead to 
improvement 
 
Parent Code: Characteristics 
Child codes:  
Approachable – signifies when an interviewee describes themselves as being 
friendly and easy to talk to 
Apolitical -- signifies when an interviewee describes not being interested or 
involved in work-related politics 
Compassionate – signifies instances when the interviewee referred to caring 





Confidence – signifies when the interviewee describes feeling a self-assurance 
or an appreciation of their innate abilities or qualities 
Connection with humanity – signifies when the interviewee referred to being 
deeply connected to the collective experience of others, a belief that what you do 
comes back to you and that your actions have a huge effect on the outcomes of 
others 
Credibility – signifies when and interviewee referred to others finding them 
trustworthy and believable 
Cultural humility – signifies when an interviewee reflects on impact of cultural 
and/or ethnic differences with self and the population they are engaging with  
Curious – signifies instances where the interviewee referred to being eager to 
know or learn something or someone, or a strong desire to understand how 
people or things worked 
  
Data-driven – signifies when an interviewee describes using data as a strategy 
for motivating change 
Desire to improve –  
Self or others: signifies instances where the interviewee referred to wanting to 
grow personally and/or professionally. This includes welcoming feedback from 
others and seeking out opportunities to become better. 
Hospital/health setting: signifies instances where interviewee referred to wanting 





Empathy – signifies when the interviewee describes the ability to understand and 
share the feelings of another because of their own personal experience 
Engaged – signifies instances where the interviewee referred to being present 
and involved with the people and activities around them 
● Also encapsulates “informal engagement” signifying when champions 
have gone out of their way to engage staff outside of the professional 
workplace, such as through meals, dancing, other social activities 
Fastidious – signifies instances where the interviewee referred to their desire for 
things to be in order or excellent, and their impatience or frustration when people 
or things are not as good or right as they believe they should be 
Foresight – signifies the ability to conceptualize a project in entirety and identify 
paths forward 
Haphazard – signifies instances when the interviewee describes not acting with 
any obvious principle of organization or strategy 
Humility – signifies instances when the interviewee referred to the importance of 
valuing others above themselves, learning from others and/or needing others 
Inner strength – signifies instances when the interviewee referred to having 
courage on the inside that helped them endure or persist despite many 
challenges, something that gave them excess energy and stamina compared to 





Innovative – signifies when the interviewee describes overseeing a change with 
new methods that were advanced, original, and/or unusual from what had been 
done before 
Inspirational communication – signifies when the interviewee referred to having 
the ability to communicate ideas in a way that was persuasive to others, 
motivating them to change 
 
Intentionality – signifies instances when the interviewee referred to doing things 
on purpose or deliberately to help them reach their goal 
Intrinsic motivation – signifies when the interviewee describes facilitating change 
for internal enjoyment and/or interest, without any obvious external rewards 
Leading by example – signifies when the interviewee referred to taking their 
leadership position seriously, having integrity, modeling correct behavior, and 
doing the right thing even when no one was around 
Optimism – signifies when the interviewee referred to having hope and 
confidence about a person, the future or the successful outcome of their 
endeavor 
Passion – signifies when the interviewee referred to having a burning desire that 
motivates and consumes them 
Persistence – signifies instances where the interviewee referred to continuing 





Personal responsibility – signifies instances when the interviewee referred to 
feeling accountable for something, to themselves or to others 
Physical presence – signifies when the interviewee describes physically 
engaging with staff/implementers, such as through meetings, hall walks, 
attending rounds, etc. 
Relationship-centered – signifies when an interviewee describes actions and 
thoughts that demonstrate that they value connecting with individuals’ (patients, 
peers, or leaders) as paramount to work-related tasks or duties 
Resilience – signifies when the interviewee describes being able to withstand or 
recover from difficult situations or overcome obstacles 
Resourceful – signifies when an individual finds quick and clever ways to 
overcome obstacles   
Risk-averse – signifies when the interviewee describes themselves as being 
afraid of doing things that may be uncomfortable and/or out of the ordinary 
Risk-inclined – signifies when the interviewee describes themselves as not being 
afraid of doing things that may be uncomfortable and/or out of the ordinary 
Self-awareness – signifies an ability to identify one's characteristic strengths and 
gaps through self-analysis 
Situational awareness – signifies an ability to understand elements and events of 
a physical environment and their present and future meanings 
Strategic – signifies when an interviewee refers to seeing an opportunity and 





Timidity – signifies when the interviewee describes themselves as being 
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